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PLASTIC SURGERY OF THE KIDNEY AND URETER* 
BY GEORGE GILBERT SMITH, M.D.t 


CCORDING to Webster’s Unabridged Dic- 

% tionary, plastic surgery is ‘‘that branch of 
surgery concerned with the repair or restoration 
of lost, injured or deformed parts of the body, 


form true plastic surgery upon the upper urin- 
ary tract. If on the other hand we accept the 
term ‘‘plastic surgery’’ in its broader sense— 
that of repair or restoration of injured or de- 


FIGURE 1. Abscess of Middle Calyx. 


chiefly by transfer of tissue’’. If we adhered 
strictly to the last phrase in the above definition, 
we should find very few opportunities to per- 

*Read at a meeting of the Henry Ford Hospital Medical 


Society, Detroit, January 15, 1931. 


_ tSmith—tUrologist, Massachusetts General Hospital and Palmer 
Memorial Hospital. For record and address of author see ‘This 
Week’s Issue’’, page 333. 


formed parts of the body as opposed to removal 
of the affected parts—we find ourselves con- 
cerned with a most fascinating division of uro- 
logic surgery. 

Such operations as the removal of solitary 


cysts of the kidney and of renal stones are con- 
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servative in their intention, but we shall not con- 
sider them in this paper. We shall limit our 
discussion of plastic surgery of the kidney to 
the treatment of those deformities of the calyces 
and pelvis which can be so remedied that the 
function of the kidney either wholly or in large 
part can be preserved. , 

Abnormal conditions of the calyces, aside from 
the dilatation which occurs as part of a general 
distention of the renal sac, are due to narrowing 
of the infundibulum or neck of the calyx. These 
narrowings may be due to an inflammatory reac- 
tion set up by a stone. I have seen several of 
these. In other cases, no history of stone is 
given, and we must assume that inflammation 
alone has produced the stricture. Such dilated 
calyees may become infected; the insufficiently 
drained cavity increases in size as its walls are 
destroyed by the process, and finally the entire 
section of kidney which drains into this calyx 
becomes a fibrous-walled abscess. Figure 1 shows 
the end result of such a train of circumstances. 
Unfortunately the affected calyx was situated 
‘in the middle of the kidney, so nephrectomy was 
necessary. If the calyx had been at either of the 
poles, it could have been resected. If the condi- 
tion is diagnosed before the renal tissue sur- 
rounding the calyx is destroyed, the calyx may 
be opencd through the parenchyma and the in- 
fundibulum dilated. von Lichtenberg’ describes 
this procedure; he dilates the neck of the calyx 
with straight sounds up to 14 or 16 French, and 
passes a catheter throngh the nephrostomy in- 
cisior and through the neck of the calyx into the 
pelvis. Needless to say, the catheter should be 
fenestrated so that some of the holes will drain 
the calyx. 

Far more important than a poorly drained 
calyx is a poorly drained pelvis. Urological lit- 
erature is rich in discussions of this phase of 
renal pathology; strangely enough, the greater 
part of the work was done before the year 1900. 
Daniel Fiske Jones, whose paper on Intermit- 
tent Hydronephrosis’ published in 1909 contains 
a more complete discussion of this question than 
any more recent article that I have seen, says 
‘‘The views held by different authors may be 
divided into three groups. At one extreme, on 
the one hand, are the views held by Landau, Is- 
rael, Terrier and Baudoin, who believe that 
many, if not all, cases of hydronephrosis are 
owing to movable kidney. At the other extreme 
is Bazy, who says that all cases of hydronephrosis 


are congenital and that movable kidney, instead 
of being the cause of hydronephrosis, is the ef- 
fect. Between these two groups we have Albar- 
ran, Duval and Gregoire, who believe that all 
eases of hydronephrosis are congenital and that 
movable kidneys are congenital, and that neither 
is dependent on the other.’’ <A review of the 
opinions of various writers suggests that there 
are four main causes of obstruction at the 
uretero-pelvic junction. These are (1) nar- 
rowing of the ureter just below or at its junc- 
tion with the renal pelvis, (2) valve formation 
at this point, (3) renal mobility plus fixation 
of the upper ureter and (4) obstruction due to 
aberrant vessels. 

Bazy by making casts of fetal ureters has 
shown that stricture of the ureter just below the 
uretero-pelvic junction may be congenital; of 
sixty-three ureters injected, thirty-one showed a 
distinct narrowing at the opening of the ureter 
into the pelvis. True valves at the uretero-pelvic 
junction are rare; both Englisch and v. Her- 
man® have described such valves. At the end 


of the third month of fetal life the ureter at the 


upper end is very small, and the mucosa is 
thrown into folds. Ordinarily, when the urine 
begins to flow at the fourth month of fetal life, 
the folds become obliterated. These folds are 
normally longitudinal, according to v. Herman, 
but may sometimes be transverse. In the latter 
case, their presence may lead to valve forma- 
tion. Acquired valves are much more common; 
their formation will be described later. Another 
cause of narrowing is constriction of the ureter 
by fibrous bands or by a sphinceteric action at the 
uretero-pelvic junction. 

There has been much discussion of the réle 
played by renal mobility in the formation of 
hydronephrosis. While some writers maintain 
that mobility in itself may cause hydronephrosis, 
others deny that this is so. Tuffier and others 


‘have shown by experiments that movable kidney 
ean produce hydronephrosis only when the upper 


end of the ureter is fixed artificially. Jones? be- 
lieves that renal mobility may cause intermittent 
hydronephrosis, though much less frequently 
than has heretofore been supposed. I think it is 
the experience of all of us that although mova- 
ble kidney is extremely frequent, most of our 
eases of hydronephrosis are not in definitely 
movable kidneys; when there is mobility, usually 
some other more definite cause for the dilatation 
of the pelvis is found. When a kidney becomes 
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heavy from the retention of several ounces of 
urine, it may be drawn to a position lower than 
normal because of its abnormal weight. For 
this reason, and because the ureter may be 
kinked secondarily to a low position of the kid- 
ney, nephropexy may be a desirable factor in 
any plastic operation, but in true hydro- 
nephrosis, nephropexy alone is usually insuf- 
ficient. 

Aberrant vessels are not infrequently found 
in eases of hydronephrosis. Sanford*, from a 
compilation of various writers’ opinions, finds 
that some form of anomaly of the renal blood 
supply exists in one person out of five. Ac- 
cessory vessels to the upper pole of the kidney 
are more often found than those to the lower 
pole in the proportion of four to three. v. Lich- 
tenberg' in eighty cases of operation for renal 
obstruction, found accessory vessels in fifteen. 
It is obvious that aberrant vessels occur in many 
eases without the development of hydro- 
nephrosis. Some other factors must be present 
to make these vessels a source of danger. 
Quinby® suggests that since inhibition of the 
ureteral peristalsis is easily produced by the ap- 
plication of various forms of stimulation, it is 
possible that the mere pulsation of an artery 
which lies across the upper ureter may so inter- 
fere with its normal function that a hydro- 
nephrosis gradually develops. Sanford* describes 


three ways in which anomalous vessels may cause 


hydronephrosis. ‘‘a. When they must neces- 
sarily press on the ureter or uretero-pelvic junc- 
tion ; when either as a branch of the renal artery 
or the aorta they pass in front of the ureter to 
the posterior surface of the hilus or lower pole 
of the kidney or, vice versa, when they pass 
behind the ureter to enter the hilus or lower 
pole on its anterior aspect. Such a diagonal 
course of the vessel would tend either to press 
down on the ureter or to loop it un. This ex- 
planation was first offered by Ekehorn. b. When 
conditions arise which put the anomalous vessel 
under tension. Liek has suggested the theory 
that there may be a difference in the rapidity of 
growth between the main vessels and the anoma- 
lous vessel, supplying as it does only a small part 
of the lower pole. If the latter does not develop 
as fast as the main vessels, it may be made taut 
and exert pressure on the ureter. c. Accessory 
vessels may atrophy into fibrous bands which 
contract and cause ureteral obstruction. ’’ 


These conditions which I have described, i.e., 
narrowing of the ureter, valve formation, renal 
mobility plus ureteral fixation and aberrant ves- 
sels to the lower pole, gradually produce a 
dilatation of the pelvis. As this sae distends, 
certain secondary changes occur which tend to 
increase the obstruction at the pelvic outlet. It 
has been pointed out that dilatation of the pel- 
vis takes place chiefly in two directions—down- 
wards and anteriorly—and to a less degree 
mesially. The downward dilatation oceurs be- 
tween the uretero-pelvic junction and the kid- 
ney, so that the outlet of the pelvis is moved 
from the most dependent point to one much 
higher, and as this outlet is carried upwards 
on the mesial surface on the pelvis, the ureter 
comes off at an angle which becomes more and 
more acute. If an aberrant artery is the cause 
of the hydronephrosis, the uretero-pelvie junc- 
tion may remain at the lowest point, but the 
ureter is drawn upwards so that again it forms 
an acute angle with the wall of the pelvis. In 
either case, a valve is formed which becomes 
more pronounced as the dilatation increases. 
Adhesions form between the ureter and the pel- 
vie wall, and sometimes, as described by Jones?, 
the ureter becomes looped on the pelvis so as to 
describe a complete circle. The musculature of 
the pelvis becomes weakened by pressure from 
within, and frequently infection of the hydro- 
nephrotic contents still further impairs the re- 
parative powers of adjacent structures. Un- 
less pelvic drainage is restored, the renal par- 
enchyma becomes destroyed and the kidney be- 
comes not only useless, but a menace to health. 

Some phase of the situation just described 
gives us the problem. Its solution is well stated 
by Jones*, who says that the objects to be at- 
tained by conservative surgery are 


1. Correction of any narrowing of the ureter 
at its upper end, or at its opening into the blad- 
d 


er. 
2. Obliteration of any valve or spur forma- 
tion. 
3. The placing of the opening of the ureter 
at the lowest point of the pelvis. 


Before any operative interference is attempted, 
certain steps should be taken. The opposite 
ureter should be catheterized and the exact con- 
dition of the opposite kidney should be ascer- 
tained. A pyelogram of that kidney should be 
made, for not infrequently hydronephrosis is 
bilateral. The kidney to be operated upon 
should be gotten into the best possible condi- 
tion. v. Mezé* emphatically states that plastics 
cannot be done upon an infected pelvis; the in- 
fection, he says, must be cleared up and the 
musculature strengthened by preliminary neph- 
rostomy, pyelostomy or frequent lavage through 
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a ureteral catheter. Hinman makes the same 
point, and advises an indwelling ureteral 
catheter. My own experience does not sup- 
port this admonition, as several cases were op- 
erated upon successfully while the pelvis was 
mildly infected. The warning is worth heed- 
ing, however, and should always be borne in 
mind. 

In regard to the operative procedure itself, 
several general remarks may be made at this 


FIGURE 2. Trendelenburg’s Operation. Stage 1. 


FIGURE 3. Trendelenburg’s Operation. 


Stage 2. 


point. It has been my custom invariably to 
drain the renal pelvis by a small rubber tube, 
perhaps seven or eight millimeters in diameter, 
which is drawn into the renal pelvis through 
the cortex. No nephrotomy incision is neces- 
sary ; while the pelvis is open a curved hemostat 
is passed into one of the lowest calyces and is 
thrust out through the cortex where the calyx 
comes closest to the surface. The tube is grasped 
and drawn into the pelvis. A ureteral catheter 


is passed through the tube and down the ureter 
for five or six centimeters. This serves as a 
splint for the ureter. The catheter is removed 
in from two to five days, but the tube is left in 
for twelve days at least. If the plastic is well 
done, the fistula will close promptly ; if the plas- 
tic does not drain, nephrectomy will be necessary 
anyway. 

The principles of pelvic drainage and ureteral 
support are not followed by all present-day sur- 
geons. They were accepted, however, by most 


of the earlier operators. Albarran drained the 


pelvis by a ureteral catheter which was passed 
up the ureter before operation. He also drained 
the pelvis through the cortex, perhaps partly 
because his plastics were done through a large 
nephrotomy incision. Hinman and C. H. Peck 


FIGURE 4. Fenger’s Plastic on Uretero-pelvic Junction. 
Inferior Aspect of Kidney. Stage 1 


splint the ureter; v. drains the 
renal pelvis by nephrostomy in all pelvic plas- 
tics. Walters does a nephrostomy and splints 
the ureter as well. Jones says that in unin- 
fected hydronephrosis, drainage is unnecessary, 
and Quinby’ reports a number of successful op- 
erations in which neither splinting nor drain- 
age was carried out. It is evidently quite pos- 
sible to secure primary union of the pelvic tis- 
sues without drainage, but the possible presence 
of blood clot within the pelvis has seemed to 
me a factor of great danger. Rest is one req- 
uisite for healing, lack of tension another. 
Both of these are secured by pelvic drainage. 
I feel less certain of the value of a catheter in 
the ureter. 

It is interesting to note that practically all 
of the operations for relief of pelvic retention 
which are employed today were performed in 
the closing years of the last century. To 
Trendelenburg should be given credit for the 
first plastic upon the uretero-pelvic junction. 
This was done in 1886; Trendelenburg incised 
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the pelvis from the ureteral insertion to the low- 
est point, made a corresponding incision in the 
ureter, and united the cut edges. (Figs. 2 & 3.) 
In 1891 Kuster resected the ureter for a stric- 
ture just below the uretero-pelvic junction and 
re-implanted the cut end of the ureter into the 
pelvis. He cut the ureter obliquely and made a 
short longitudinal incision down the ureter so 
as to increase the circumference of the opening. 
Fenger in 1892 performed a plastic of the 
Heinecke-Mikulicz type for a stricture of the 
upper end of the ureter. He did this by a trans- 
pelvic operation, whereas Maurice Richardson 
in 1896 did practically the same operation from 
outside the pelvis. (Figs.4&5.) In 1896 Bazy® 
partially resected the renal pelvis for the pur- 
pose of reducing its size and lowering the ure- 
teral insertion. Albarran did the same opera- 
tion at about the same time. Also in 1896, Is- 
raél performed pyeloplication—the infolding of 
the pelvic wall by means of sutures externally 
placed. In 1898 Albarran introduced uretero- 
pyeloneostomy (Fig. 6), the lateral anastomosis 


FIGURE 6. Fenger’s Plastic on Uretero-pelvic Junction. 
Inferior Aspect of Kidney. Stage 2. 


between the lowest point of the pelvis and the 
corresponding level of the ureter. v. Mezé* gives 
the credit of this operation to Kuster; he em- 
ploys it when he encounters aberrant vessels too 
large’ to cut. This causes the vessel to pass 
through a loop composed of ureter on one side 
and pelvis on the other. In 1902 Delbet resected 
the ureter with a small collar of pelvis and su- 
tured it to the lowest point, after resection of a 
portion of the pelvis. 

No discussion of plastic surgery of the renal 
pelvis is complete without speaking of the part 
played by nephropexy. It is quite possible that 
nephropexy is as much a plastic operation as are 
the procedures which we have been describing. 
In this paper, however, any detailed considera- 
tion of nephropexy is out of the question. A few 
points may be pertinent. The substitution of a 
transverse nephropexy in place of plastic opera- 


tions is advised by v. Mezé*, who says that op- 
erations upon the pelvis are rarely successful. 
A number of years ago Fowler of Denver advo- 
cated a transverse suspension of the kidney, but 
the idea did not seem to find favor with Ameri- 
can surgeons. It is obvious that a transverse 
fixation of the kidney, if it holds, will do away 
with acute angulation between ureter and pel- 
vis and will also change the position of the 
ureteral insertion from a high, abnormal one to 
one which occupies the lowest point of the pel- 
vis. The operation will not do away with a 
true valve or a fibrotic narrowing of the ureter 
just below or at the uretero-pelvic junction. 


Albarran’s Pyeloneostomy. 


FIGURE 6. 


Nephropexy is regarded by most surgeons as 
an essential part of any plastic operation on the 
kidney, as it holds the latter in the desired posi- 
tion and prevents it from entering further en- 
tangling alliances. Nephropexy alone is effective 
only when there is no obstruction to drainage 
due to real pathological changes at the pelvic 
outlet. It is, let us hope, never done without a 
search for obstructing bands or aberrant ves- 
sels; it is customary to free carefully the upper 
two centimeters of ureter from all fibrous ad- 
hesions which may involve it. An interesting 
light is thrown upon the value of nephropexy 
by the work of Peirson and Barney®, who inves- 
tigated by personal interview and pyelography 
the late results of this operation on forty-six 
patients. In six cases, an aberrant artery was 
divided as well. In the forty cases which had 
no aberrant vessels, fourteen or 35% were cured, 
nine or 22% were improved and seventeen or 
43% were classed as failures. The authors point 
out that the successful group included more cases 
of real hydronephrosis, ureteral kink and aber- 
rant vessels than did the unsuccessful group. 
The failures were mostly among cases without 
either of these conditions. 
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In addition to the classical plastic operations 
upon the renal pelvis, we occasionally read of 
some rare condition which demands unusual 
treatment. Such a case, reported by Hess’, was 
that of a pelvic horseshoe kidney in which the 
right pelvis drained into the left ureter, while 
the left pelvis, which was connected with the 
right ureter, was tremendously dilated. Hess 
anastomosed the hydronephrotie left pelvis di- 
rectly with the bladder and secured a splendid 
result. Anastomosis between a very large hy- 


v. Lichtenberg’ reports a series of plastics in 
which he did: 


Resection of an aberrant vessel 9 times 
Jreteropy l t 9 times 
Neo-implantation 3 times 


Heinecke-Mikulicz plastic 21 times 
Heinecke-Mikulicz plus pyeloplication : time 
Surgical dilatation of ureter 4 times 


47 


There were no deaths. Secondary nephrec- 
tomy was necessary in three cases (7%). 


FIGURE 7. 


dronephrotie sae and the bladder has been done 
intraperitoneally by Schloffer'' and extraperi- 
toneally by Witzel'?; v. Mezo has devised a blad- 
der plastic to aid in this. 

In the sixteen years between 1886 and 1902, 
therefore, we see the development of plastic sur- 
gery of the renal pelvis. The principles which 
underlie all the operations we use today were ex- 
pounded in that period. How successful have 
these operations proved to be? Of the series of 
seventy-three conservative operations collected 
by Jones*, done previous to 1909 and including 
the earliest plastics done, there were: 


Total deaths 1 
Clinical cures 
Failures 


Percentage of failures see 


Pyelogram of Case 1. 


Showing filling defect 
at uretero-pelvic junction, due to aberrant artery. 


Walters and Braasch" reported in 1929 a 
series of ten operations on nine patients. 


Resection of pelves 5 times 
Resection of destroyed half 

of double kidney 3 times 
Ureteropyel 2 times 


One secondary nephrectomy was necessary 


The authors conclude that the operation is of 
very definite value. 

Quinby® operated upon sixteen cases without 
any deaths or without any secondary nephrec- 
tomies. He states that ‘‘a number’’ of these 
eases have been investigated and in all instances 
it was found that the function of the operated 
kidney had improved. The pelves did not return 
to normal dimensions, but were usually about 
half as large as before operation. 
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My own cases of true renal plastics are very 
few. I will describe them very briefly. 


Case I. E. F. (B). A woman of twenty-two, first 
seen in November 1917 because of a fever and back- 
ache. Pyelograms showed a marked hydronephrosis 
ou the right. The urine from the right kidney con- 
tained pus, bacilli and cocci. The left urine was 


FIGURE 8. 


Pyelogram of Case 1. 


was no residual urine in the right pelvis, but a pyelo- 
gram showed no blunting of the calyces and only 
a small degree of pelvic dilatation. Fig. 8. Both 
kidneys put out phthalein in three minutes; in ten 
minutes the right 5%, the left 12%. The right urine 
showed two to four white blood cells, the left a rare 
white blood cell. Since then the patient has been 
very well, with no pain except when overtired. There 


Made 12 years after 


section of artery and nephropexy. 


normal. The right function was 8% in fifteen min- 
utes, the left was 15% in fifteen minutes. In Novem- 
ber 1917, she was operated upon; an aberrant vessel 
was divided and the kidney suspended. Fig. 7. A 
few years later she married, and in the course of 
time had three children and an appendectomy. I saw 
her again in February 1929—twelve years after her 
operation. She had pus in the urine and pain over 
the right hip. Cystoscopy showed that the pus came 
from the right kidney; x-rays showed a shadow, pre- 
sumably a small stone in the lowest calyx. There 


is a bacilluria, which various antiseptics and pelvic 
lavages have not succeeded in clearing up. 


Case II. Alice R. Mass. General Hospita’. A 
woman of thirty-five who showed bilateral hydro- 
nephrosis, the left pelvis being the size of a lemon. 
On July 12, 1921, at operation on the left kidney, 
the ureter was found to come off the pelvis at an 
acute angle and to be bound to the pelvic wall by 
adhesions. These were freed and a Heinecke-Mikulicz 
plastic done on the uretero-pelvic junction. The pel- 
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vis was drained by a nephrotomy tube, and through 
this a ureteral catheter was passed into the ureter. 
It was removed five days after operation. Although 
the loin incision was infected, the fistula closed and 
the plastic held. The patient was discharged ten 
weeks after operation, but the left pelvis still held 
one hundred and twenty cubic centimeters and the 
reteorae™ was infected. Her later career could not be 
traced. 


Case III. E. P. A woman of sixty-seven, was seen 
in March 1923 with a history of attacks of pain in 
the left flank for the preceding three months. Cys- 
toscopy showed uninfected urine from both sides. 


A ureteral catheter was passed through the tube and 
down the ureter. The incision was then sutured 
transversely with number 0 catgut and the pelvis 
was plicated to reduce its capacity. The kidney was 
not fixed in position. The patient was discharged 
twenty-five days after operation. She was last seen 
January 9, 1929, approximately six years after opera- 
tion. She had been perfectly well except for a brief 
attack of lameness in the left back which had en- 
tirely cleared up. The left kidney was not palpable 
or tender and her urine was normal. 


Case IV. A. P. A man of 50, whose x-ray showed 
a stone about three centimeters long by one centi- 


“FIGURE Pyelogram of Case 3 before operation. 


The left kidney had a function of 11% in fifteen min- 
utes, with an appearance time of three minutes. 
Thirty cubic centimeters of sodium iodide was in- 
jected into the pelvis. X-rays showed a definite extra- 
renal dilatation with abrupt transition to a small 
ureter. Fig. 9. Operation was done on March 31, 
1923. The pelvis appeared to hold about two ounces. 
There was a large artery running to the lower pole, 
but as it was entirely in front of the ureter and did 
not seem to press upon it, the artery was not divided. 
The ureter appeared to issue directly from the pelvis. 
There were numerous adhesions about the lower pole 
of the kidney and the upper end of the ureter. After 
these were freed, it was still difficult to express the 
contents of the pelvis. A longitudinal incision, one 
inch in length, was made in the pelvis and ureter, 
and a tube drawn through the cortex into the pelvis. 


meter wide lying in the upper left ureter, and six 
small stones in the kidney. A catheter would not 
pass the ureteral stone and no iodide entered the 
pelvis. June 6, 1927 the left kidney was operated 
upon. The large stone was felt at the uretero-pelvic 
junction. In freeing the ureter it tore away from 
the pelvis at the point where the stone had rested. 
The pelvis was opened at its inferior border and 
a dozen small stones were removed from the kidney. 
The kidney seemed too good to sacrifice, so a tube 
was drawn through the renal cortex and a number 12 
soft rubber catheter was passed through this, out 
through the uretero-pelvic junction and down the 
ureter. The lower segment of the ureter was then su- 
tured to the stump which was left on the pelvis with 
three mattress sutures of number 0 chromic catgut. 
The small catheter was removed eight days later, 


af 
> 


—— PLASTIC SURGERY OF KIDNEY AND URETER—SMITH 
um 


305 


FIGURE 10. Pyelogram of pyonephrotic left kidney in Case 5. 


FIGURE 11. Pyelogram of 
Case 5—before operation. 


and the renal pelvis was irrigated daily through the 
nephrostomy tube. This tube was removed a few 
days later, but the sinus continued to drain. Twenty- 
three days after operation the left ureter was cathe- 
terized with a number 6 catheter which would not 
enter the pelvis. A number 4 catheter apparently 


hydronephrotic right kidney in 


entered the pelvis, as it drained urine. The fistula. 
continued to drain; pyelography showed a thin shad-- 
ow extending from the ureter out through the fistula. 
The function of the kidney was nil, so it was re- 
moved. As the operation was a difficult one the: 
ureter could not be identified. It seems probable 
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that the attempt to save this kidney was ill-advised 
because of the infection which was present. It is 
possible that a bolder plastic, with resection of both 
ureter and pelvis back to more healthy tissue, would 
have been more successful. 


Case V. G. D. A man of 50, had been studied 
in the Out Patient Department of the Massachusetts 
General Hospital and found to have a left pyoneph- 


FIGURE 12. Diagrammatic drawing of condition of right 
kidney found at operation. 


rosis and an infected hydronephrosis on the right. 
Figs. 10 and 11. His total function after intravenous 
injection of phthalein showed an appearance time 
of forty minutes and an output of 15% in the follow- 
ing hour. There was also a stricture of the urethra. 
June 26, 1925 the right kidney was exposed. The 
kidney appeared normal but the pelvis was the “size 


FIGURE 13. Diagrammatic drawing of condition of right 
kidney after operation. 


of an apple” and its wall was thickened. An artery 
and vein ran to the lower pole of the kidney; over 
these the ureter was suspended. Fig. 12. Not daring 
to cut the artery, I carried an incision about the 
insertion of the ureter, leaving a flange about two 
centimeters in width. The urine appeared clear. 


rated and the pelvis irrigated with mercurochrome 


The bulging portion of the pelvis was resected and 
the incision closed with number 0 chromic catgut. 
The ureter was carried behind the aberrant vessels 
and sutured into the lower end of the pelvic incision. 
Fig. 13. A tube was drawn into the pelvis through 
the cortex and a ureteral catheter passed through it 
and down the ureter. The catheter was removed two 
days later and the tube eleven days later. The fis- 
tula closed and the patient was discharged twenty- 
two days after operation. On August 6, 1925 the left 
kidney was removed and on May 3, 1926 the urethral 
stricture was resected. April 28, 1927 a right pyelo- 
gram was done. Fig. 14. The patient has been seen 
frequently because of the necessity of passing sounds. 
He has been in excellent health and works as a huck- 
ster. He was last seen June 3, 1930, five years after 
his operation. 


Case VI. N. R. A woman of 30, was seen April 14, 
1928 with a history of pyelitis one year before and 
recurring attacks of pain in the right flank since 
then. Ureteral catheterization showed a slight infec- 
tion in the right kidney, and marked extrarenal dila- 
tation of the pelvis with slight blunting of the caly- 
ces. Fig. 15. There was a filling defect of the ureter 
just below the pelvis. The left kidney was normal. 
May 4, 1928 the right kidney was exposed. No aber- 
rant vessels were found but the upper ureter was 
surrounded by adhesions. These were freed. Fig. 16. 
The pelvis was dilated and flabby. An incision was 
made in the inferior surface of the pelvis and was 
carried down the ureter. A tube was drawn into the 
pelvis through the cortex, and a Garceau catheter 
was passed alongside it and down the ureter. The 
incision was closed transversely and the redundant 
pelvis was infolded with three catgut sutures. Fig. 17. 
The kidney was not fixed. Two weeks after opera- 
tion the fistula had closed and twenty-three days 
after operation the patient was discharged. She 
was last seen June 12, 1928, and as her husband was 
a naval officer she left Boston shortly after. 


Case VII. J. LeS. A boy of 17 was seen on March 
31, 1930 with a history of pain in the right flank, 
first felt three years ago. (His mother had had her 
left kidney removed for a tremendous hydronephrosis 
when a young woman, and she now has a definite 
hydronephrosis of the right kidney.) Pyelograms 
of the boy showed a normal left kidney and a definite 
hydronephrosis of the right. Fig. 18. The urine 
was uninfected. On April 4, 1930 the right kidney 
was operated upon. A large and apparently normal 
kidney was delivered into the wound. The kidney 
pelvis was dilated to a diameter of four centimeters, 
thin-walled and free from adhesions. A normal ap- 
pearing ureter came off the pelvis at a sharp angle, 
being bound to the pelvis by adhesions. There were 
no aberrant vessels crossing the ureter. The lower 
aspect of the pelvis and the upper centimeter of the 
ureter were incised in a longitudinal direction and 
sutured transversely with interrupted sutures. Be- 
fore this was done, a catheter had been passed 
through a thin area over the lower calyx into the 
kidney pelvis and a small rubber tube passed through 
the same hole was carried down the ureter so as 
to insure continuity of the lumen. As the pelvis still 
showed considerable slack after the plastic operation 
on the uretero-pelvic junction, it was infolded with 
three or four interrupted catgut sutures. The fistula 
closed within three weeks after operation. Just be- 
fore the patient was discharged he had an attack 
of fever. The right ureter was catheterized, two 
cubic centimeters of thick purulent fluid was aspi- 


%4%. He was discharged May 1, 1930. Four days 
later he was readmitted because of fever. A Garceau 
catheter, number 9, was passed to the right kidney 
without difficulty and fifteen cubic centimeters of 
slightly hazy fluid was obtained. A pyelogram of the 
right kidney showed a considerable degree of hydro- 
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nephrosis, while a film taken one-half hour later still 
showed a considerable amount of iodide remaining 
in the pelvis. As the temperature had returned to 
normal, the boy was discharged May 8. During the 
summer and fall he gained much weight and had 
no symptoms of any kind. Early in December, 1930 
he began to have a fever without any other symp- 
tcms except malaise. His urine was normal, but 
to make sure that his urinary tract was not respon- 
sible, the right ureter was catheterized. A number 6 
flute-tip catheter entered the pelvis easily and ten 
cubic centimeters of clear urine was aspirated. A 
pyelogram showed sharper definition of the calyces 
than before operation. Fig. 19. There was still con- 


FIGURE 14. 
after operation. 


siderable hydronephrosis. His fever subsided in 
about a week and he was discharged. 


It will be seen that of these seven renal plas- 
ties, five were relieved of their symptoms, one 
(Case II) although not a total failure, was a 
doubtful success. One was a complete failure, 
requiring nephrectomy. 

Let us leave the plastic surgery of the renal 
pelvis and upper ureter, and consider much 
more briefly the matter of reparative operations 
upon the ureter. Aside from conditions at either 
end of the ureter, the conditions in the middle 
portion which demand repair are strictures and 
operative injuries. The situation created by the 


Pyelogram of right kidney in Case 5 two years 


operative removal of a stone practically never 
demands a plastic repair unless a fistula results 
from cicatricial narrowing of the lumen. In the 
vast majority of cases of uretero-lithotomy, it 
does not seem to make any difference whether 
the ureteral incision is sutured. If a ureteral 
stricture calls for operative treatment the adja- 
cent ureteral wall may be incised longitudinally 
and sutured transversely, or the strictured area 
may be excised completely. Ligation of the 
ureter, as will be seen from a case which I shall 


describe, may bring about a condition which 
amounts to a stricture, and which must be re- 
paired by excision of the damaged part. Acci- 
dental injury to the ureter during operation 
occurs not infrequently. Bland is quoted by 
Harris"‘ as having collected a series of four hun- 


dred and forty-one cases. Ligation is said to 
be the first cause in point of frequency, clamp- 
ing second, and incision by scissors or knife 
third. If the ureteral injury is close to the blad-. 
der, implantation of the ureter into that viscus 
may be the most satisfactory solution. If, how- 
ever, the ureter is damaged at a point so high 
that the ureter cannot be swung over to the blad- 
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der without tension, some form of ureteral an- 
astomosis must be employed. 

As early as 1893 Howard Kelly’®, having cut 
a much dilated ureter in the course of removing 
a very large fibroid uterus, anastomosed the cut 
ends according to a method which van Hook of 


FIGURE 16. 
operation. 
Chicago had just used successfully in dogs. The 
open end of the lower segment was ligated. A 
short distance below the ligature a vertical in- 
cision was made through the ureteral wall. The 
upper segment was then cut obliquely to in- 
crease the circumference of the opening, and by 


means of sutures was drawn through the lateral 
slit into the lumen of the lower segment. Fig. 
20A. The guide sutures were brought out 
through the wall and tied, and ten fine silk su- 
tures were used to approximate the outer coats. 
The patient made a perfect recovery. 


Pyelogram of right kidney in Case 6, before 


Other methods consist of end-to-end anasto- 
mosis, which may be carried out in several ways. 
If a plain end-to-end suture is planned, the ends 
‘of each segment should be cut obliquely and the 
long sides of each end sutured to each other. 


Fig. 20B. This gives the sutured area a greater 
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FIGURE 16. Diagrammatic FIGURE 17. Diagrammatic 
drawing of condition found at drawing of Fenger’s plastic and 
operation in Case 6. infolding in Case 6. 


FIGURE 18. Pyelogram of right kidney in Case 7—Before operation. 
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circumference than the rest of the ureter. An- 
other method frequently employed is the in- 
vagination of one end, preferably the upper, into 
the other end. Fig. 20C. As Harris points out, 
ultimate success depends almost wholly upon 
the maintenance of canalization of the lumen. 
For this reason Hugh Young advises end-to-end 
suture over an indwelling catheter. Bump and 


FIGURE 19. 


Crowe" protect the suture line by draining the 
upper ureter by means of a catheter passed 
through a slit in the ureteral wall. Harris con- 
siders that the ureter possesses remarkable repar- 
ative powers, and that the chances of success in 
ureteral anastomosis should be excellent. He em- 
phasizes the necessity of postoperative catheter- 
ization of the ureter when temporary edema ob- 
structs the flow of urine through the sutured 
area. 

The following case of anastomosis showed cer- 
tain points of interest: 


Pyelogram of right kidney in Case 7. 
months after operation. 


M. M. A woman, age 50, was seen on December 30, 
1917. Four days previously she had a hysterectomy 
and since that time had passed one ounce of urine. 
She did not appear to be very sick and showed no 
signs of uremia. Catheterization of the ureters 
showed them both to be obstructed at a point about 
five centimeters from the bladder. A double neph- 
rostomy was done. Both pelves were found to be 
dilated. On January 21, 1918, both ureters were ex- 
posed through muscle splitting incisions. Both were 


Eight 


found to have been ligated with catgut. Prac- 
tically the same condition was found in both, al- 
though more advanced in the left. The ureter for 
about one centimeter showed a spindle-shaped nar- 
rowing down to the point of ligation. The tissues 
for a centimeter or so appeared to be devitalized and 
in the left ureter the necrosis at the point of liga- 
tion was so complete that the ureteral ends sepa- 
rated as the ureter was being freed. In both ureters 
the tissues were resected to a. point where the tis- 
sues were normal. The ends’ were cut obliquely and 
were sutured with the longer sides together. Cath- 
eters were left in the ureters. The patient made an 
excellent recovery and was’ discharged February 19. 
She was.seen at intervals until: April 5, 1926 at which 
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time she was in excellent condition. At this visit 
both ureters were catheterized with ease. The ure- 
teral specimens showed only an occasional leucocyte 
from either side but both showed bacteria. Un- 
doubtedly this pelvic infection had been kept up 
by a bladder residuum which had existed since oper- 
ation and which was probably due to interference 
with the bladder enervation during her hysterec- 
tomy. She catheterized herself once a day; the re- 
siduum varied from four to eight ounces. 


Two other ureteral operations which belong to 
the plastic type are ureterostomy, or the im- 


terior and lateral walls of the abdomen. In sev- 
eral cases necrosis of the ureter inside the ab- 
dominal wall has occurred. I do not know why 
this happened; the ureter did not appear to be 
under tension, and investigators have demon- 
strated many times that the entire ureter can 
be mobilized without resulting necrosis. Pos- 
sibly it is unwise to leave a catheter in the ureter 
as I have always done. 

The operation of uretero-enterostomy has in- 


FIGURE 20. Methods of repairing a severed ureter. 


plantation of the ureter into the skin, and) 


uretero-enterostomy. Much might be written 
about these operations, but this paper is already 
too long. In regard to the first, I have a num- 
ber of times performed this operation through 
a midline incision. Each ureter is exposed extra- 
peritoneally at its crossing of the iliae artery. It 
is severed as low as possible and is brought to the 
surface of the body through a stab wound made 
about three centimeters to the inner side of 
the anterior superior spine. To do this without 
kinking the ureter, one must first free it from 
its bed almost as high as the renal pelvis, and 
then swing it in a gentle curve across the pos- 


terested me greatly. The whole subject has been 
so well developed by Coffey, whose operation is 
undoubtedly the one to use, that I will not dis- 
cuss it here. 

If the ureteral lesion, either stricture or acci- 
dental ligation or section, is located at the lower 
end of the ureter, it may be wiser to implant 
the ureter into the bladder than to try to re- 
store its continuity. Baker in 1878 and Bazy 
in 1894 successfully implanted ureters in the 
bladder. Peterson’? in 1918 discussed this op- 
eration both from the experimental and the 
clinical side. Of the various technics which he 
employed he preferred a modification of Stiles’ 
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method. The lower end of the ureter is split 
on one side and a suture is placed through the 
side opposite the split. Through a simple stab 
wound in the bladder wall the tip of the ureter 
is drawn well into the bladder and fastened, by 


FIGURE 21. Stiles-Peterson method of implanting ureter into 
bladder. 


the stitch already placed, to the bladder wall. 
This is the only suture placed in the ureter. 
The outer surface of the bladder is then approxi- 
mated over the ureter so that the latter passes 
through a tunnel of muscular tissue. Fig. 21. 
Peterson warns against clamping the end of the 
ureter and passing sutures through the lumen 


or the wall. He gives the results in twenty-one 
cases done at the Mayo Clinic. 

f 4 eases which died after operation—2 
showed slight dilatation of the ureter and pel- 
vis. One showed dilatation of the pelvis to three 
times normal. One showed no dilatation. 

Of 17 living cases, a normal function and 
pyelogram were found in 5. A normal function 
was found in 4. A small hydronephrosis was 
found in 3. Functionless kidneys were found 
in 5. In the cases with functionless kidneys, 
the ureter was found at operation to be dilated 
and under tension because of the extensive re- 
section required by its involvement in malig- 
nant tissue. If tension and dilatation exist, 
Peterson considers ligation preferable to uretero- 
vesical anastomosis. I am glad to have core 
across Peterson’s admirable article, which gives 
a definite technic to follow, and definite end- 
results to guide our judgment. 

It has often been said that transplantation 
of a ureter into the bladder means death of the 
kidney. It is reassuring to learn from Peter- 
son’s work that this need not be so, for not in- 
frequently we meet with situations in which a 
new disposition of the ureter must be made. 
Such instances are most often found in the re- 
section of the bladder for new growth, and occa- 
sionally in cases of vesicovaginal or uretero- 
vaginal fistula. When I have found it necessary 
to reimplant a ureter, I have simply carried the 
end through a stab wound in the bladder, split it 
on two sides for about one centimeter, turned 
these flaps back and sutured them to the blad- 
der wall. The final results of these operations 
have not been looked up; the immediate results 


FIGURE 22. Cystogram of Case “Mrs. McL.” showing reflux 


up transplanted ureter. 


Eight years after operation. 
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were not bad. One case which was followed 
for some years is of interest. 


Mrs. A. W. McL., a woman of 58, was seen in May 
1922. She gave a history of having been operated 
upon six years before for cancer of the uterus. A 
hysterectomy was done, after which she leaked urine 
through the vagina for four months. An abscess 
developed in the right loin four months after opera- 
tion and continued to drain for four years. She 
complained of attacks of pain in the left flank and 


marble, as well as a smaller one; both were removed 
but as healing of the ureter seemed unlikely it was 
severed above the stricture and implanted into the 
bladder through a small stab wound. Her convales- 
cence was relatively uneventful and she was dis- 
charged July 17, 1922. In January, 1924, she had a 
dull pain in the left flank and some edema of the 
feet. The left ureter was catheterized with ease. 
A pyelogram showed the left pelvis to be markedly 
enlarged. The ureter showed a contraction just be- 
low the pelvis and from that point to the bladder 
it appeared as a broad band at least two centimeters 


L FIGURE 23. 
“Mrs. McL.”’ 
into bladder. 


of frequent urination. X-rays showed a shadow ap- 
parently in the lower left ureter. Cystoscopy showed 
the right ureter occluded five centimeters from the 
bladder. The left ureter was ‘also occluded at about 
the same level. Sodium iodide injected into the ure- 
ters showed no filling on the right but on the left 
there appeared a much dilated ureter and a very 
large hydronephrosis. Both phthalein and indigo 
carmine intravenously showed no return from the 
right ureter. June 16, 1922, through a median supra- 
pubic incision, the left ureter was explored extra- 
peritoneally. Several centimeters from the bladder 
ii ran into a mass of dense adhesions. These were 
divided and a definite stricture of the ureter was 
disclosed, strongly suggesting previous ligation. Be- 
low the stricture was a stone, the size of a small 


Urogram after intravenous uroselectan in Case R 
Eight years after implantation of right ureter 


wide. The renal function was 35% the first hour, 
25% the second hour. She was not seen again until 
January 8, 1931. Aside from one or two attacks 
of pyelitis she has been quite well. Her urine was 
absolutely clear, of good color and showed no albu- 
men, and only an occasional red blood cell in the 
sediment. Cystoscopy showed the left ureter to be 
a@ small round hole which was catheterized easily 
with a number 6 catheter. Fifteen cubic centimeters 
of clear urine were drawn from the left renal pelvis. 
Her non-protein nitrogen was forty-eight milligrams 
per one hundred centimeters of blood, and her phthal- 
ein test in two hours and ten minutes was 15%. 
A cystogram with ten ounces in the bladder showed 
the solution in the left ureter as far as the sacro- 
iliac joint. (Fig. 22.) The lower end of the ureter 
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was not dilated. An intravenous uroselectan was 
done. Twenty minutes later a faint outline of the 
left pelvis and ureter and of a round atypical pelvis 
in the right kidney was seen. There was absolutely 
no sign of a ureter on the right. The best plates 
were taken one hour after injection (Fig. 23); these 
showed a slight hydronephrosis on the left and a left 
ureter visualized as far down as the fifth lumbar 
vertebra. The ureter was about one and one-half 
centimeters in width. There was a filling defect one 
centimeter long between the pelvis and the ureter. 
At no time was there any evidence of a ureter on 
the right. It would seem therefore that although 
there is a slight hydronephrosis and a dilated ureter 
on the left, the condition of this kidney is fairly 
satisfactory and the kidney is fully competent to 
carry on. 


We have now taken up those operations upon 
the kidney and ureter which aim to restore func- 
tion. These operations are not common—per- 
haps we may have the opportunity to do the 
rare ones only once or twice in our lifetime. 
A review of this type of surgery is interest- 
ing, not only because it shows us the ingenuity 
with which surgeons have met the problems that 
confronted them, but because it shows us also 


that no matter how unusual a problem appears 
to be, some one else has encountered it before 


and has, in all probability, been able to find a 


solution. 
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SOME AIMS OF MEDICAL EDUCATION 
BY STEPHEN RUSHMORE, M.D.* 


Part I. THE SETTING OF THE PROBLEM 


HE aim of medical education is to produce 
good doctors. It is the purpose of this essay 
to unfold some of the implications of this sim- 
ple formula. It may be stated more explicitly : 
to educate men and women to become good doc- 
tors of medicine. Some sort of analysis of the 
connotation of these terms will constitute the 
body of this attempt and some thoughts con- 
cerning the trends in medical education will be 
appended, as a kind of weathervane, to indicate 
in which direction the wind is blowing. 
Medicine and its discipline of preparation, 
medical education, will be considered only in 
part from the point of view of the specialist, 
the physician, or the medical educator. They 
will be discussed chiefly as movements in s0- 
ciety, in which the welfare of the social organ- 
ism is intimately involved, and while technical 
problems cannot be overlooked in this consid- 
eration, they will be regarded, so far as possible, 
only in the wider bearings. The well-known 
injunction, ‘If you see a head, hit it’’, is re- 
ceiving widespread pragmatic support, figura- 
tively if not literally. Medicine has had its 
share of the clubbing and the time is ripe for 
an apologia. There is questioning on the part 
of the intelligent laity concerning the founda- 
tions of medicine, and this essay attempts to 
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answer some of the, present-day queries. If 
the fundamental ideas of medicine are not to 


-be detected in medical education, a new synthe- 


sis of the ideas and the discipline must be 
sought. 

A widespread and popular misapprehension 
is to regard the cure of the sick as the function 
of the physician, if ‘‘cure’’ is used in the sense 
of ‘‘make well’’. Dr. Primrose might have 
called this delusion a Vulgar Error in Physick, 
and Sir Thomas Browne might have included it 
among the Pseudodoxia epidemica. The ancient 
doctrine is that the vis medicatrix naturae makes 
the patient well, or (occasionally) fails to do 
so. It is upon the healing force of nature that 
the physician depends. The history of medicine 
can show times and occasions when physicians 
have strayed from the path of wisdom in this 
respect, but in general the physician has recog- 
nized that his cure and his care are directed 
to promoting the efficiency of nature’s efforts 
toward restoration of health. That nature al- 
ways does the right thing, at the right time, in 
the right way, is a second ‘‘vulgar error’’ fixed 
ineradicably in the minds of some people in 
nearly every community. 

Another misconception not yet wholly cleared 
away concerns the nature of medicine: Is it a 
science or an art? The answer to this ques- 
tion is that medicine is both a science and an 
art. Certain difficulties involved in this an- 
swer will be considered later. The science of 
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human medicine is that complete body of knowl- 
edge which concerns the origin and course of 
disease in human beings. Knowledge concern- 
ing prevention of disease and modification of 
its course, when once it has begun, belongs to 
the science. Actual prevention of disease and 
care of sick persons belong to the art. Art is 
the application of knowledge and both knowl- 
edge and its application are necessary. It is 
only in the legal sense that one wholly steeped 
in ignorance can (illegally) practice medicine. 

The remarkable growth in the science of medi- 
cine in recent years is reflected in the expres- 
sion that medicine is becoming more scientific, 
and by a confusion of thought has led to the 
setting up of an ideal to be realized in the fu- 
ture when medicine will be wholly scientific. It 
is a false hope: no matter how much we shall 
know, we shall always need to know how knowl- 
edge is to be applied. 

The distinction between the science and the 
art of medicine, emphasized by the rapid ac- 
cumulation of knowledge, has led to unfortunate 
inferences. It is in the laboratory, or through 
the laboratory, that much of the progress has 
been made, so that often the scientific has been 
identified with the laboratory, and the practical 
with the seeing of patients. From this has 
come the suggestion that anyone who works in 
a laboratory is scientific and anyone who prac- 
tices is non-scientific. The worst outcome of 
this illogicality is the occasional but actual ‘‘sci- 
entific practice’’ of medicine, in which the pa- 
tient in the hospital is treated very much as a 
specimen in the laboratory, certain obvious facts 
to the contrary notwithstanding. Truly sci- 
entific practice of medicine considers all the 
basic facts available and the physician who holds 
that, in any given case, the fact that the pa- 
tient is a person is the basic fact is likely to re- 
ceive sympathetic attention from the laity. 

If one considers what it is that doctors do, one 
might think that almost anybody can be a doc- 
tor. There is, first, general practice, offering 
the greatest variety, but on this account no less 
exacting. The physician may be called at any 
time of the day or night, winter or summer, to 
homes near or far, for any kind of serious or 
trivial illness. The family physician may be 
called in any kind of family emergency. In- 
eredible as it may seem that the cook should 
stay long enough to be discharged, the doctor 
has been called to discharge the cook. The gen- 
eral practitioner is often one of the important 
personages in the town, with a wide circle of 
friends among his patients and fellow towns- 
men. While the character of general practice 
is changing, it still offers the opportunity to 
live a very full, rich and satisfactory life, 
though it may be restricted as to luxuries. Away 
from the larger centers of population, the re- 
sponsibilities of the general practitioner may 


be very great at times. Im certain other com- 


munities, on account of the proximity to hos- 
pitals and consultants, general practice may 
seem to carry lighter responsibilities. As soon 
as serious illness develops, the consultant or 
specialist is called, and takes the major share 
of the responsibility (and sometimes the pa- 
tient). 

Then there is specialism of all kinds, implying 
not merely restricting one’s attention to a lim- 
ited part of the body, but implying also special 
knowledge, special training, special skill. <A 
field requiring a high degree of specialized 
knowledge is the administration of our numer- 
ous and growing hospitals. Investigation and 
research in the field of clinical medicine or in 
the medical sciences call persuasively for work- 
ers. Preventive medicine and public health 
give opportunity for practice, investigation and 
administration, and since they depend so largely 
for their success on educational efficiency, they 
require gifts quite different from those useful 
in the early days, when abating a nuisance or 
isolating a case of contagious disease was the 
chief duty of the public health officer. 

Institutional medicine is a desirable field for 
certain types of mind, as in industry, or in in- 
surance of various kinds, or in hospitals for the 
insane, and to some the army and the navy offer 
their peculiar attractions. The literary side of 
medicine, books, periodicals, libraries, medical 
history, is a rich field for writers, editors, artists, 
bibliophiles and students of the past. Finally - 
there is teaching. Whatever one does, if it is 
well done, is likely to attract others who wish to 
learn, and formal or informal teaching appeals 
to most workers. It is the informal teaching 
that often gives the greater joy. 

While medicine offers opportunity for almost 
any kind of gift, the opportunity is for the 
gifted person. The ungifted need not apply. 
Medicine requires something distinctly unusual 
and above the average. The words of Stevenson 
come to one’s mind: ‘‘There are men and 
classes of men who stand above the common 
herd : the soldier, the sailor, the shepherd not in- 
frequently ; the artist rarely; the physician al- 
most as arule. He is the flower of our civiliza- 
tion and when the stage of man is done and only 
to be marvelled at in history, he will be thought 
to have shared as little as any in the defects of 
the period and most nobly exhibited the virtues 
of the race. Generosity he has such as is pos- 
sible to those who practice an art, never to those 
who drive a trade. Discretion tested by a hun- 
dred secrets, tact tried in. a thousand embarrass- 
ments, and what are more important Herculean 
cheerfulness and courage.’’ The unusual qual- 
ity of the characteristics of the physician, the 
schools try to make clear by the long process 
of elimination and selection employed in secur- 
ing suitable candidates for medical training. 
The attempt is made to select more perfectly, 
but it is a fair criticism of present-day methods 
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of selection to say that they tend to emphasize 
disproportionately intellectual achievement by 
the use of memory. The burden on the memory 
of the man of medicine must be great, but the 
system has, as one of its generally recognized 
shortcomings, its incapacity to make the teacher 
aware of the other qualities in the student (as 
traits of character or powers of reasoning), 
which are necessary for success in medicine. 

The expression ‘‘good doctors’’ means ‘‘good 
for something’’ and implies good under the con- 
ditions in which physicians must live and work. 
Consideration of some of these conditions will 
give a better understanding of what is expected 
of the physician. These conditions are not fixed 
but are in a state of change. In fact, they are 
better described as trends or movements in medi- 
cine or in society, so that one would get an al- 
most perfect representation of the doctor’s pre- 
dicament by a slow moving picture of that scene 
in Uncle Tom’s Cabin where Eliza crosses the 
Ohio River, leaping from cake to cake of float- 
ing ice, with the doctor playing the leading 
role. 


A good illustration of change is the progress 
of medical knowledge. Not only has it advanced 
rapidly but its speed of growth shows no sign 
of abating. Certain general outlines may seem 
to change slowly, but ‘‘revolutionary’’ discov- 
eries are frequent. Life is hardly normal now 
without a ‘‘revolution’’. Occasionally the 
revolution brings us back to about where we 
started: that only gives us reassurance that we 
were right. But there is a very urgent demand 
of the physician that he have a flexible, grow- 
ing mind, a mind capable of adjusting itself to 
new facts, capable of using new knowledge and 
new procedures. Combined with this should be 
a certain wariness about accepting the new at 
the face value of the claims of its advocates. 
The physician should be often in the uncom- 
fortable but scientifically correct attitude of 
suspended judgment. The words of John 
Hunter, ‘‘Don’t think; try’’, may well be the 
motto of the physician forever. 


SPECIALISM 


Since no one can be familiar with the whole 
of medicine, or with more than a very small 
part, specialism becomes necessary, as the result 
of the vast increase in medical knowledge. It 
is not a new phenomenon in medicine for 
Herodotus tells us that it was present among 
the Egyptians of his day: ‘‘Each physician 
applies himself to one disease.’’ Today special- 
ism has become almost pandemic. The causes 
for its recrudescence need not be gone into here 
at length. Perhaps the specialty looks easier, 
involves less work, easier hours, is more lucra- 
tive and gives more prestige. It is closely con- 
nected with other trends to be noted later and 
whatever other factor may be detected, it is oc- 
casionally due to the perfectly natural desire 


of some people ‘‘to know more and more about 
less and less’’. 

The outstanding evil of specialism, and spe- 
cialism is not an unmixed blessing, arises not 
because there are too many specialists, but be- 
cause there is so little restriction on the physi- — 
cian’s calling himself a specialist. There is, 
apparently, no restriction. Any physician may 


| call himself a specialist in any branch of medi- 


cine he desires and no one can prevent him. 

Much specialism in this country is based on in- 
adequate knowledge, inadequate training, inade- 
eB skill, and so thereby its claim is unjusti- 


Legal enactment would seem to be the easiest 
way of dealing with this problem, if we were 
ignorant, as most of us are apparently, of the 
limitations of efficacy of statute law. A wiser 
method is by a slow educational process as 2 
result of which a specialist will be recognized 
as such, not on his.own testimony to the unen- 
lightened, but after he proves to a group of 
specialists (for example a national specialist 
society) that his qualifications are adequate. 
Whether a man may or may not practice a 
specialty should be left to his own judgment. 
Whether he is to be recognized as a specialist 
should be left to the judgment of specialists in 
that field. 

The question has been raised as to the influ- 
ence of the medical school in promoting special- 
ism among its graduates. It has been claimed 
that teaching is too much in the hands of spe- 
cialists and that this has been a leading factor 
in producing the present trend. To counteract 
their influence, it has been advocated that more 
general practitioners be secured for teaching — 
positions on medical faculties. Successful gen- 
eral practice, however, results from a happy 
combination of several elements, and the power 
to make this combination can be neither im- 
parted nor acquired except in the field. Gen- 
eral proficiency is simply special proficiency in 
many fields. It may be well to have more gen- 
eral practitioners as teachers, not to prevent 
specialism, but to teach domiciliary medicine. 

While it is true that dominant personalities 
in any field will draw students to that field, the 
most valuable influence against the possible 
dominance of specialties in medical education 
is emphasis on a certain point of view. This 
view is to regard each specialty in clinical medi- 
cine as a form of treatment, and every case of 
disease as a case in general medicine until the 
diagnosis is made. For the better administra- 
tion of the hospital, where the tentative diag- 
nosis may be made quickly by the admitting 
physician and the patient assigned to the serv- 
ice which seems best fitted for his care, a work- 
ing procedure of short cuts is adopted, which 
is not suitable for training the student. For 
the medical student the point of view to be em- 
phasized is that the*case is general medicine un- 
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til the diagnosis is made, and that therapy in 
the hospital is for the specialist, whether in- 
ternist, surgeon, obstetrician, or worker in some 
other limited field. The student should not 
think of every patient in the medical ward as a 
medical case, or in the surgical ward as a can- 
didate for operation, or in the eye clinic as mere- 
ly an ophthalmological case. 


URBANIZATION, HOSPITALIZATION, MECHANIZATION 


_ Medicine has become urbanized, not complete- 
ly to be sure, but the trend in this direction is 
of such force that it must be taken into account. 
It is not an isolated phenomenon, for most of 
our activities today turn toward the city. Re- 
cent census statistics indicate that in the suburbs 
there has been a growth at the expense of the 
city. Perhaps this will prove of more signifi- 
eance for American living than urbanization it- 
self, since it means that oil and electricity have 
made possible a beginning in avoiding the unde- 
sirability of the city as a place of residence. 
Perhaps this will give a better opportunity for 
the development of the general practitioner of 
medicine, the family doctor. He will not be the 
‘fold family doctor’. That individual has 
passed with the conditions in which he flour- 
ished. A new type is needed and will arise to 
meet the need. 

In the older centers of population there is a 
larger proportion of the people whose care in 
time of sickness is an obvious charge on the 
community, and there have developed large hos- 
pitals, first for the care of the indigent and 
then for those who are able to meet the cost 
of medical care. There has resulted a hospitali- 
zation of medicine. It is due to many factors 
associated with urbanization and has wrought 
much benefit for the sick. In the well-equipped 
hospital are concentrated all the resources that 
can be employed to assist recovery or relieve 
distress. Undoubtedly the hospital offers the 
best chances for recovery to the seriously sick 
patient who can be taken to the hospital safely. 
Sometimes this last condition is forgotten. In 
the great influenza epidemic something was 
learned of the danger of transporting patients 
seriously ill with influenza pneumonia. At 
times the possible benefit of hospital treatment 
is more than counterbalanced by the increased 
risk involved in transportation. 

Another aspect of hospitalization must not 
be forgotten. There is too much operating. 
With the improvements in anesthesia and in 
general surgical technic, with the excellent 
nursing care that many hospitals supply, most 
people can now undergo somewhat serious sur- 
gical operations and not die from the operation. 
This is possible with a rather limited knowledge 
of surgery on the part of the operator. It is 
when one raises the question as to whether the 


operation is, or is not, likely to improve the 
patient’s health that one may have to say that, 


although the operation was technically correct 
and skillfully performed, it was surgically bad 
and its performance was without justification. 

To correct this abuse it has been proposed to: 
eliminate incompetent surgeons by various rules 
and enactments. But many of the unjustifiable 
operations are performed with a reasonably high 
degree of technical skill and manual dexterity. 
The remedy lies in greater care in selecting the 
persons who are to be permitted to practice 
surgery. If they are of the right kind, they may 
be trusted as to knowledge and the use of skill. 
A procedure now in vogue in many first-class 
hospitals is to have presented to the staff of the 
hospital, at its monthly meeting, a detailed re- 
port concerning every patient who has died in 
the hospital in the previous month. If the pro- 
cedures employed do not meet with general ap- 
proval, dissent is usually expressed promptly. 
This has a wholesome influence, but there are 
many hospitals where it is not done, and even 
where it has become a part of the routine, it is: 
inadequate because only the records of the pa- 
tients who have died are so carefully scrutinized. 
There has been devised as yet no tolerable 
method by which the surgeon can be called to 
account for every operation he performs. Yet 
surgery, on the whole, is sound, and there is. 
spreading a movement which involves each sur- 
geon’s calling himself to account for the work 
he has done, by employing a system of follow- 
ing up patients for months and years and re- 
cording the end results of treatment. <A care- 
ful study and comparison of end results prom- 
ises more than any other single movement in 
surgery in recent years. 

The effects of urbanization and hospitaliza- 
tion on medical schools are noteworthy. Medi- 
eal schools tend to follow hospitals or are asso- 
ciated with them, and the wealth and variety of 
material necessary for teaching large numbers 
of students are found only in the larger hos- 
pitals. This has had a somewhat unfortunate 
but hitherto unavoidable effect on the medical 
student. The student himself becomes urbanized 
and hospitalized. He does not want to practice 
medicine outside of a city or away from a hos- 
pital. In fact he feels he is not quite fitted 
to practice under those conditions and he may 
not have the courage to go out into the rural 
or semi-rural district and meet the responsibili- 
ties of practice with the preparation which every 
one recognizes is merely an introduction to medi- 
cine. 

To meet this difficulty, it has been suggested 
that there be established in rural or semi-rural 
communities, medical schools that would train 
physicians for practice in that kind of com- 
munity. The argument would seem to be that 
if one does not let a medical student live in 
the city as a student, he will not want to live 
there as a physician. Many persons not stu- 
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dents of medicine who have never lived in the 
city are drawn to it. It is not clear why medi- 
cal students should be regarded as possible ex- 
ceptions in this respect. In any case a medi- 
cal school distant from a reasonably large center 
of population is under a serious handicap, and 
the hope of rehabilitating rural medical practice 
by rural medical education seems forlorn. Ur- 
banization is, of course, a general social move- 
ment, the causes of which lie outside of the con- 
trol of medical education and of medical prac- 
tice. 

For example, the war had an important in- 
fluence in accelerating the flow of physicians 
to the city. They were up-rooted by going 
into the service, and many of them by their 
‘“nostgraduate’’, often excellent intensive train- 
ing, supplemented by rich experience in the 
camps here or abroad, were turned toward spe- 
cialism. In their absence from home their prac- 
tice had disappeared and on their discharge 
from the service they moved to the larger com- 
munities. Many doctors who went into the serv- 
ice have never been able to settle down to the 
old life. For the individual this had advan- 
tages and disadvantages, but it was a factor in 
still further overcrowding the cities with physi- 
cians and depleting the semi-rural communi- 
ties. 

Another important trend associated with those 
which have been mentioned is the mechanization 
of medicine. Instruments of precision are in- 
creasing in number, applicability and exacti- 
tude. In general they are expensive. and since 
every well-equipped hospital must have them, 
they tend to increase the habit and cost of hos- 
pitalization. They have effects on the physi- 
cian also. If one can make a diagnosis with the 
x-ray for example, why use any other means? 
So other methods are neglected and their use 
forgotten. Now one cannot always make a diag- 
nosis with the x-ray, even if one has a reason- 
able chance of getting valuable information by 
its use. The x-ray has certain limitations, to 
forget which is to court failure, and in medi- 
cine this sometimes means disaster. The same 


statement is true of other instruments and meth- 
ods of precision. In general, as the vision be- 
comes more acute, the field of vision becomes 
more narrow and one loses perspective. 

The advantages of instruments of precision 
are apparent and the disadvantages are almost 
equally obvious. They have their limitations, 
one of which is that they are not always ac- 
cessible. If one depends solely on them and has 
not trained his unaided senses, he is helpless 
if the instruments are not available. They are 
expensive and may be used to increase un- 
necessarily the cost of illness. Sometimes they 
are abused by physicians as means of increas- 
ing income without reasonable expectation of im- 
proving the patient’s condition. 

There is another sense in which medicine is 
becoming mechanized. As a result of organiza- 
tion and efficiency methods, the patients are 
regarded more and more as ‘‘cases’’, impersonal 
examples of disease, admitted, diagnosed, 
treated, discharged, so many thousand per year, 
estimated from various points of view in per- 
centages. The machine is created and then, 
though we ourselves have made it, we tend to 
bow down before it. ‘‘It is the rule of the 
hospital’’ grown into the image of Moloch. In- 
stitutionalization is a well-recognized form of 
mechanization both in and out of medicine. 

It is natural that in time the inadequacies of 
hospitalization should make themselves known. 
It became clear that there was a failure to un- 
derstand certain sick persons if they were 
studied merely as patients in the hospital. A 
good way to understand a thing as it is, is to 
study how it becomes. So medical social serv- 
ice was devised, at first informally, then formal- 
ly, as a procedure for understanding the condi- 
tions in which sickness arose and continued, and 
so for understanding how it could be relieved. 
The recent revival of a kind of apprenticeship 
for the medical student so that he may see pa- 
tients in their homes with a practicing physician 
is a recognition of the inadequacy of the hospital 
in the training of the physician. 

(To be continued) 


THE EARLY DIAGNOSIS OF EXTRAUTERINE PREGNANCY 
| BY SAMUEL R. MEAKER, M.D.* 


HE classical picture of early ectopic preg- 
nancy is so well defined that one might rea- 
sonably expect the diagnosis to present few dif- 
ficulties. The history includes a missed period 
followed by spotting and staining; the con- 
comitant mammary, gastric, and vesical symp- 
toms of pregnancy; and abdominopelvic pain. 
Examination reveals slight enlargement and 
softening of the uterus, and a tender unilateral 
*Meaker—Professor of Gynaecology, Boston University School 


of Medicine. For record and address of author see ‘‘This Week’s 
Issue’, page 333. 


adnexal mass. The following case presents 
faithfully every detail of this picture: 


CasE 1. Mrs. P., aged 22, had been married a year 
without previous pregnancy. Her menstruation was 
ordinarily regular and normal. 

The last period occurred on April 20. On May 22, 
when she was four days overdue, she began to have 
a “tarry” flow; this continued intermittently for sev- 
eral days and was followed by bright red spotting, 
which lasted three weeks. The breasts became ten- 
der, and both nausea and urinary frequency became 
manifest. Subsequent to June 1, the patient had four 
severe attacks of pain, located chiefly in the left 
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lower abdomen and radiating to the left shoulder; 
she also felt pain in defecation. 

Examination on June 23 showed the uterus en- 
larged to the size of a four weeks’ pregnancy, slightly 
softened, and movable with considerable pain. There 
was a tender left adnexal mass about two centimeters 
in diameter. 

Operation was performed the following day. A 
light curettement showed no ovular tissue in the 
uterus. Laparotomy disclosed a left tubal pregnancy, 
with 300 c.c. of blood free in the peritoneal cavity. 
Left salpingectomy and routine appendectomy were 
performed. 


The following is another case embodying all 
the details of the classical picture: 


CASE 2. Mrs. G., 44 years old, had had three chil- 
dren and two miscarriages; the last pregnancy dated 
back six years. Menstruation was regular and nor- 
mal up to and including the period of May 15. 

In June and July there was slight staining at 
irregular intervals, but no proper period. In suc- 
cession appeared tenderness in the breasts, gastric 
uneasiness, and internal dysuria. During the first 
two weeks of August the patient had almost daily 
attacks of sharp stabbing pain in the right lower 
quadrant, increasing in severity. 

Examination on August 16 showed slight enlarge- 
ment of the uterus. The least manipulation by the 
examining fingers gave rise to severe pain. In the 
right vault was an ill-defined mass, exquisitely ten- 
der. 

At operation, a day later, the right tube was 
found to be ruptured in its middle third. The pelvis 
contained a small amount of fresh blood, and many 
old clots. A two months’ embryo with intact mem- 
branes lay free among the coils of intestine. Right 
salpingo-oédphorectomy was uneventfully performed. 


- Let me cite one more case which presents, per- 
haps even better than the two preceding, all the 
classical symptoms and signs of extrauterine 
pregnancy. 


Case 3. Mrs. D., 30 years of age, had had five pre- 
vious pregnancies, resulting in one miscarriage and 
four normal children, of whom the youngest was 4 
years old. Her menstrual behavior was not remark- 
able save that she flowed at regular twenty-one day 
intervals. 

The period due October 20 did not appear. On 
October 24 there was an apparently normal flow, 
lasting two hours only, followed by spotting and 
staining, which continued for eleven days. The 
patient complained of aching in the beasts, nausea 
and vomiting, and urinary frequency. Pain began 
between October 20 and 24, and persisted in the form 
of almost daily attacks; it occurred chiefly in the 
right lower quadrant, and radiated to the back. The 
more acute seizures were accompanied by weakness 
and faintness. 

Examination on November 5 showed slight enlarge- 
ment and softening of the uterus, which was movable 
with moderate pain. In the right tubal region there 
was’ a tender mass about four centimeters in diam- 
eter. 

Laparotomy on November 7 revealed no pelvic 
pathology. The uterus corresponded in size and con- 
sistency to a normal pregnancy of three or four 
weeks’ duration. The mass previously felt on ex- 
amination proved to be the right ovary, which con- 
tained a large corpus luteum of pregnancy. After 
routine appendectomy and closure of the abdomen, 
a small amount of necrotic ovular tissue was re- 
moved from the uterus by curettage. 


By way of contrast I submit the history of 
the next case, which gives none of the symp- 


toms of extrauterine pregnancy except spotting 
and pain, and none of the signs except pelvic 
tenderness. 


Case 4. Mrs. T., aged 30, had had one pregnancy 
in four years of marriage, her baby being 10 months 
old. Menstruation was always regular and normal 
up to and including the period of June 10-12. 

On June 15, only three days after the end of an 
ordinary period, she began to spot and stain, and 
continued for ten days. No mammary, gastric, or 
vesical symptoms were noted. She had some pain 
in the right lower abdomen radiating to the back and 
down the right leg, but was inclined to regard this 
as an exaggeration of discomfort which had been 
present ever since the birth of her baby. 

Examination on June 25 showed a small, firm uter- 
us, movement of which evoked great pain on the 
right. There was extreme tenderness in the right 
vault, but no mass could be distinguished. 

Two days later operation revealed an early preg- 
nancy in the right tube. Unilateral salpingectomy 
and routine appendectomy were performed. 


The last two of the foregoing cases make 
abundantly clear the fact that the early diag- 
nosis of extrauterine pregnancy is often beset 
with difficulties. There are two gener&l sources 
of confusion: (1) any or all of the classical 
symptoms and signs of ectopic pregnancy may 
be presented by other conditions; and (2) some 
of the classical symptoms and signs are absent 
or masked in a considerable proportion of ec- 
topic cases. Since mistakes in recognizing this 
condition are costly, leading on the one hand 
to unnecessary operations and on the other to 
dangerous delays, it is worth while to examine 
closely some of the common causes of error. 
There are numerous rarer causes. 


OTHER CONDITIONS MAY SIMULATE EXTRA- 
UTERINE PREGNANCY 


Miscarriage. Early uterine pregnancy with 
misearriage either threatened or accomplished 
and incomplete, can be confused with ectopic 
gestation. In both conditions the history in- 
cludes a missed period followed by spotting or 
staining; typical disturbances in breasts, stom- 
ach, and bladder; and a certain amount of pain. 
In both, the examination may reveal a large soft 
uterus and some degree of pelvic tenderness. 
Careful study should make the differential diag- 
nosis in the great majority of cases, but actually 
many extrauterine pregnancies are mistakenly 
diagnosed as miscarriages and subjected to 
curettage. In Case 3, I made the opposite error, 
diagnosing miscarriage as tubal pregnancy. 

Pelvic inflammation. Any type of pelvic in- 
flammatory disease may give rise to irregular 
staining, gastric and vesical symptoms, lower ab- 
dominal pain, enlargement and softening of the 
uterus, and local tenderness, as well as to masses 
at the side of uterus or in the posterior cul-de- 
sae. The following case is illustrative: 


Case 5. Mrs. F., 32 years old, had been married 
six years. Her only pregnancy occurred during the 
first year of marriage, and was terminated by induced 
ahortion at seven weeks. The periods came at inter- 
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vals of six or seven weeks, but were otherwise nor- 


‘mal. 

The patient menstruated last on April 15. During 
May the areolae of the breasts became darker. On 
June 22 she began to stain, and to have severe lower 
abdominal pain, which was aggravated by urination, 
by defecation, and by sitting down; these symptoms 
continued. There was no gastric disturbance. 

Examination on June 27 showed a small, firm 
uterus. The slightest intrapelvic manipulation caused 
extreme pain. In the left vault could be distin- 
guished a sausage-shaped mass, tender in the high- 
est degree. The temperature was 98.0°, and the 
pulse 140. My record includes a note that the patient 
“was obviously sick. 

Immediate operation was done. The pelvic organs 
were found to be grossly normal except for the left 
‘tube, which was represented by a large acute pyosal- 
pinx. The tube was removed, and the patient made 
an uneventful recovery; a year later she becam 
pregnant. 


Pregnancy and inflammatory disease. The 
greatest difficulty in differential diagnosis is en- 
countered when the symptoms and signs of preg- 
nancy coexist with those of inflammation. This 
combination presents itself most often in the 
form of» postabortal infection, which occasion- 
ally produces a clinical picture almost identical 
with that of early ectopic pregnancy. Case 7a 
shows the possibility of confusion in such a con- 
dition. The following case, in which non-pelvic 
inflammatory disease complicated the pelvic sit- 
uation, affords a somewhat analogous illustra- 
tion: 

CasE 6. Mrs. K., 32 years of age, had borne four 
children, of whom the youngest was a year old. Her 
periods were ordinarily regular and normal, with 
an interval of about twenty-two days. 

The last period came on August 20. Shortly there- 
after she began to have a dark brown vaginal dis- 
charge. The breasts became enlarged and tender; 
-after September 1, nausea was a daily occurrence, 
and she vomited a few times; there were no vesical 
symptoms. Early in September she noticed inter- 
mittent dull pain deep in the right lower abdomen, 
~which continued throughout the month. 

Examination on September 28 showed a uterus 
nearly twice normal size, definitely softened, and 
movable only with considerable right-sided pain. In 
the region of the right tube was an exceedingly ten- 
der mass about three centimeters in diameter. 

Operation was performed on September 30. It re- 
‘vealed an early uterine pregnancy, and normal ap- 
pendages. Adherent to the middle third of the right 
tube was the dilated bulbous tip of a pus-filled appen- 
‘dix. Appendectomy was performed; the patient 
‘made a good convalescence, but miscarried two 
~weeks after operation. 


Torsion of appendages. The twisting of a 
‘pedicled ovarian cyst, or the much rarer torsion 
of a tube, may suggest extrauterine pregnancy. 
Points of similarity are the presence of a ten- 
‘der unilateral adnexal mass, and more particu- 
larly the sudden and severe character of the 
pain, Ordinarily the differential diagnosis pre- 
‘sents no real difficulty. 


EXTRAUTERINE PREGNANCY MAY PRESENT AN 
ATYPICAL PICTURE 


Although the classical symptoms and signs of 
ectopic pregnancy are clearly defined, the in- 


dividual case commonly deviates, like Case 4, in 
one or more particulars. 

Menstrual symptoms. In about thirty-five per 
eent. of ectopic pregnancies there is no history 
of a missed period. If fertilization occurs short- 
ly after menstruation, the pregnancy is likely to 
manifest itself, usually by pain, before the next 
period is due. An occasional patient will have 
one or two apparently normal periods while ex- 
trauterine gestation is going on. Spotting and 
staining are far more constant symptoms, be- 
ing absent in only five per cent. of ectopic cases. 
Rarely there may be a free non-menstrual flow. 

Mammary, gastric, and vesical symptoms. The 
breasts frequently show either no changes at 
all, or only such as the patient customarily 
notes before menstruation. Typical morning 
sickness is rather uncommon; vomiting, on the 
other hand, results from peritoneal irritation 
and often accompanies the attacks of pain. The 
vesical symptoms of extrauterine pregnancy 
are somewhat variable; internal pain on urina- 
tion is commoner than simple frequency. 

Enlargement and softening of uterus. The 
uterus responds to extrauterine gestation both 
by formation of a decidua and by myometrial 
engorgement. The degree of this response, how- 
ever, varies within the widest limits. one 
case the organ will be found as large and soft 
as though the pregnancy were intrauterine; in 


another it will be as small and firm as though 


no pregnancy existed. 

Unilateral mass. Frequently the gravid tube 
cannot be recognized by palpation, either be- 
cause it is only slightly enlarged or because 
tenderness makes adequate examination impos- 
sible. In many cases the mass is not unilateral, 
but posterior, since the tube, by reason of its 
weight, tends to prolapse into the pouch of 
Douglas. Examination-findings are often fur- 
ther obscured by the presence of a hematoma or 
an hematocele. 

The following case illustrates again the 
atypical picture which extrauterine pregnancy 
may present, as well as the closeness with which 
tubal pregnancy may be simulated by post- 
abortal inflammation : \ 


CasE 7a. Miss P., a single girl of 22, always men- 
struated uneventfully up to and including the period 
ot January 19. 

There was no period in February. Her breasts 
became sore; gastric and vesical symptoms were ab- 
sent. March 21-29 she flowed rather scantily, passing 
a few shreds of tissue, and had moderately severe 
pelvic pain of a cramp-like sort. On April 3 pain 
became severe, and localized on the left side. 

Examination on April 8 showed a uterus firm, 
normal in size, and movable with moderate pain. 
bet left tube was twice normal size, and extremely 

ender. 

A diagnosis of postabortal inflammation was made. 
Under depleting treatment all symptoms and signs 
of trouble disappeared in about two weeks. 


Case 7b. Six months later the same patient again 
presented herself. 

Her periods, resuming after the April episode, had 
occurred regularly; the last two came on August 29 


Volume 204 
Number 7 


DIAGNOSIS OF EXTRAUTERINE PREGNANCY—MEAKER 


821 


and September 26. Since the end of the period on 
September 29 there had been more or less continual 
spotting and staining. The breasts felt as they 
always did before menstruation; gastric and vesical 
symptoms were absent. Constant dull pain in the 
right lower abdomen began early in October; on 
October 14 and again on October 19 there was super- 
imposed a sudden attack of severe pain with slight 
faintness. 

Examination on October 20 yielded findings practi- 
cally identical with those obtained on April 8, except 
that on this occasion the right tube was enlarged 
and tender and the left appeared normal. 

A diagnosis of tubal pregnancy was made, largely 
on the character of the pain. This was confirmed 
at operation three days later. Incidentally the left 
tube proved to be sealed at its fimbriated end, evi- 
dencing the previous inflammatory process. 


SPECIAL DIAGNOSTIC AIDS ARE OF LIMITED VALUE 


Past history. Sterility, pelvic operations, and 
inflammatory disease are sometimes thought to 
occur with relatively great frequency in the 
past history of ectopic cases. Statistics show 
that this is not so. Hence the presence of such 
items in the history does not particularly favor 
the extrauterine diagnosis, nor does their ab- 
sence militate against it. ene! 

Temperature and white blood-count. Patients 
with extrauterine pregnancy commonly show 
slight elevations of temperature and moderate 
leucocytosis, especially in association with small 
effusions of blood into the peritoneal cavity. The 
pulse-rate rises to correspond with the tempera- 
ture. These reactions parallel approximately 
those encountered in the subacute grades of pel- 
vie inflammation. 

Sedimentation test. The time of sedimenta- 
tion of the red corpuscles is shortened both in 
pregnancy and in pelvic inflammation, but rela- 
tively more so in the latter condition. Broadly 
speaking, a sedimentation-time of thirty minutes 
or less is fairly good evidence of inflammatory 
disease. 

Tests for pregnancy. The Aschheim-Zondek 
test may afford evidence in favor of pregnancy. 
In early cases a negative result is not significant. 
A positive result never indicates whether the 
gestation is uterine or ectopic. 

Cullen’s sign. Bluish discoloration at the um- 
bilicus is seen only when the peritoneal cavity 
contains a considerable amount of free blood, 
and but rarely then. In the early extrauterine 
case this sign is never present. 

Ether-examination. Ordinary bimanual ex- 
amination is often difficult in cases of extra- 
uterine pregnancy because of local tenderness. 
Ether-examination makes it easier to define 
uterine ‘enlargement and an adnexal mass. For- 
tunately this diagnostic procedure is only occa- 
sionally necessary, for it is not without its dan- 
gers. The pregnant tube may be ruptured by 
too vigorous manipulation, and hence ether-ex- 
amination should never be undertaken unless 
preparations for immediate iaparotomy have 
been made. 


Curettage. In the suspected ectopic case any 
tissue expelled from the uterus should be sub- 
jected to microscopic examination. If ovular 
remnants are found, the diagnosis of miscarriage 
becomes obvious. Decidual casts without chori- 
onic villi would suggest extrauterine pregnancy, 
but these are seldom identified. Sometimes light 
diagnostic curettage may be advantageously em- 
ployed in order to determine whether there is 
ovular tissue in the uterus. 

Posterior colpotomy. When the pouch of 
Douglas contains a mass which may be either ab- 
scess or hematocele, the diagnostic question is 
solved by vaginal incision. Routine colpotomy 
in all suspected extrauterine cases, on the other 
hand, gives variable results. If blood is ob- 
tained, the evidence in favor of ectopic preg- 
nancy is strong. Failure to obtain blood does 
not rule out that diagnosis, since in the early 
case there may have been little or no bleeding 
into the peritoneal cavity. 


ONE SYMPTOM AND ONE SIGN ARE CONSTANT 


Pain. However uncertain the other symptoms 
may be in extrauterine pregnancy, pain is al- 
ways present. In the early case, while the ovam 
is still within the tube, the pain is a conspicuous 
symptom and has fairly distinctive characteris- 
tics. It is irregular in occurrence, severe in de- 
gree, and sharp in character, and often radiates 
to the shoulders, the back, or the thighs. Some- 
times the sharp and severe pain is superimposed 
at irregular intervals upon a background of 
constant dull pelvic discomfort. Urination and 
defecation are likely to be painful; many pa- 
tients complain that it hurts them to sit down. 
The sharp severe attacks are very frequently ac- 
companied by weakness or faintness; such fea- 
tures are exceedingly significant, for they occur 
in nearly sixty per cent. of ectopic cases. 

Pelvic tenderness. As long as the tube con- 
tains a growing ovum, local tenderness is prac- 
tically a constant finding. Direct palpation of 
the tubal region elicits this sign; it is also evoked 
by manipulation of the uterus, which indirectly 
disturbs the tube. In many cases even the slight- 
est lifting of the cervix by the examining fingers 
will give severe pain. The great degree of ten- 
derness often present in early ectopic pregnancy 
is equalled in only one other condition, an acute 
pelvic inflammation, which should ordinarily be 
distinguished without difficulty. 


PRACTICAL CONCLUSIONS 


1. Early extrauterine pregnancy presents a 
variable clinical picture, often atypical, and 
sometimes closely simulated by other conditions. 

2. One should always suspect extrauterine 
pregnancy when a woman in the childbearing 
age exhibits a menstrual disturbance of short 
duration and pelvic pain of recent origin. 

3. In the suspected case the closest attention 
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should be given to the character of the pain. As- 
sociated faintness is almost pathognomonic. 

4. If obvious acute inflammation is not pres- 
ent, then any great pelvic tenderness, aggravat- 


ed by movement of the uterus, is highly sug- 
gestive of extrauterine pregnancy. 

5. In the early case a short period of observa- 
tion often serves to clarify the diagnosis. 


A FRACTURE OF THE CARPAL CUNEIFORM 


BY KARL T, PHILLIPS, M.D.* 


ERY few cases of fracture of the carpal 
cuneiform (os triquetrum) can be found in 
the literature. 

Of six textbooks on fractures, the only one giv- 
ing any space to this type is Stimson’s ‘‘Frac- 
tures and Dislocations’? (1917)?. In a small 
paragraph he states that the bone is occasionally 
fractured and mentions three cases reported by 
Dinecke. 

In the Medical Gazette of March 1881, Dr. J. 


which this bone was fractured. His patient, 
while standing on her hands, went over too far 
and fell, overextending her wrists. The frac- 
ture was incomplete. 

Because of the rarity of this fracture, the 
following case is reported: 

A. A., aged 30 years, was seen February 10, 1930, 
the day of the accident. The injury was sustained 


when his left hand became caught between the 
“dump” of a truck and the back of the truck’s cab. 


Fracture of Carpal Cuneiform—February 10, 1930. 


S. Wight’, then Professor of Surgery at the 
Long Island College Hospital, reported this 
fracture, associated with a fracture of the radius 
and ulna. The cause was a fall on the back of 
the right hand. He based his diagnosis on 
‘‘erepitus, preternatural mobility and forward 
lateral displacement of the distal fragment’’. 
He did not have the advantage of examination 
by x-ray as Roentgen did not make his discov- 
ery until fourteen years later. He also pub- 
lished in the Pathologist of February 1881°, a 
description of another fractured cuneiform, the 
diagnosis being verified by postmortem examina- 
tion. 

Dr. William P. Coues* reported a case in 

*Phillips—Adjunct Surgeon of the Day Kimball money: 


Putnam, Conn. For record and address of author see “T 
Week’s Issue’’, page 333. 


While trying to assist in raising the “dump”, with 
his hand extended against it, it came back, overex- 
tending his wrist between the two parts. 

Examination showed slight swelling and point 
tenderness over the carpal cuneiform. There was 
no crepitus. X-ray showed a complete fracture 
through the cuneiform, without displacement. 

The treatment was fixation for four weeks with 
the wrist straight and one week in a cockup splint. 
He resumed his regular work six weeks after the 
date of injury. On discharge he had no tenderness 
over the site of fracture and was able to use his 
hand without discomfort. 

X-ray taken eight months after the injury shows 
complete bony union. 


REFERENCES 
1 Stimson, L. A.: Fractures and Dislocations. 
N. Y. & Phila., 1917, p. 341. 
2 Wight, J. S.: Med. Gazette 8:93, March 5, 1881. 
3 Wight, J. S.: Pathologist 1:15, Feb. 1881. 
4 Coues, W. P.: Boston M. & S. J. 170:579, Apr. 9, 1914. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep By Ricnarp C. Casot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 17071* 
DIARRHEA, FEVER AND ABDOMINAL 
PAIN 


MEDICAL AND SurRGICAL DEPARTMENTS 
PRESENTATION OF CASE 


Dr. JoHN P. Monks :** September 13 of this 
year a twenty year old single American painter 
entered the hospital complaining of diarrhea and 
abdominal pain. 

On September 2 he had a sudden severe onset 
of diarrhea with ten or fifteen watery stools 
during the day and night. With this he had 
malaise, fever, loss of appetite and steady dull 


His past history revealed the fact: that he 
had always been undersized, weak and under- 
nourished. His tonsils had been removed eight 
years before admission. His eyes were ‘‘weak’’. 
A physician ‘‘cured stomach trouble’’ two years 
before entry. No further details of this were 
obtainable. 

On physical examination he presented a pic- 
ture of a very feminine looking young fellow 
with sunken cheeks, not looking as sick as he 
really was. The tongue and mouth were dry. 
There was generalized enlargement of the cer- 
vical glands. The lungs were clear. Examina- 
tion of the heart was negative except for rapid 
action. Abdominal examination revealed dif- 
fuse tenderness and rose spots. The spleen was 
palpable. The white blood cell count was 4,900. 
The red blood cell count and blood smear were 
normal. 

His temperature was 104° by rectum, his pulse 
115. Following admission these rose higher, as 
shown in the chart. 
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pain over the entire abdomen, worst in the re- 
gion of the umbilicus. On September 6, four 
days after the onset, his own doctor made a diag- 
nosis of typhoid fever and took blood for a 
Widal test which later was reported positive. 
The diarrhea ceased at this time, and the pa- 
tient continued to have one daily movement un- 
til entrance. He thought he started coughing 
at about that time. He came in here eleven 
days after the onset. 
The family history was negative. 

_ *This case was discussed in Dr. Cabot’s Third Year class 


and at a conference of the hospital staff. The following report 
gives the essentials of both discussions. 


**Recently senior interne on the West Medical service. 


_ The disease ran a fairly satisfactory course for 
four days. There was some distention, which 
was fairly well controlled, and he complained 
of some abdominal pain, shifting in character, 
to which no particular importance was attached. 

On September 17, four days after he entered, 
the visiting physician felt his abdomen in the 
morning and found it full and tense. It showed 
no tenderness however, and except for disten- 
tion was entirely normal at that stage of typhoid 
fever. At half-past four that afternoon he sud- 
denly vomited and complained of severe gen- 
eralized abdominal pain. His pulse was then 
130, slightly higher than before. His abdo- 
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men was held very tense and was diffusely ten- 
der. At half-past five a resident of the surgical 
service found the condition of the abdomen un- 
changed. He also found tenderness by rectum 
and heard only faint intestinal peristalsis. The 
patient vomited several times. The surgeon 
thought the intestine had probably perforated, 
but advised waiting an hour. The white blood 
cell count was found to be 7,800. At quarter to 
seven the patient’s condition was unchanged 
and the white blood cell count was 10,200. At 
eight o’clock the patient’s condition was still 
unchanged. The visiting surgeon advised op- 
eration. At quarter to nine an exploratory 
laparotomy was performed. 

The next day the patient’s temperature 
started to climb and reached 107.4° rectally. 
The blood pressure was 74/?. His condition 
was so grave that all attempts at treatment 
of the typhoid and of his abdominal condition 
were temporarily abandoned. He was trans- 
fused the next morning with 500 cubic centi- 
meters of blood. After this he seemed to be in 
better shape. The temperature had come down. 

Three days later he commenced to have a 
cough with sputum and his temperature had 
gone up slightly. There were a few moderate 
moist crackles throughout the lower lobe of his 
right lung. 

He was transferred back to the West Medical 
service on September 20, the next day. From 
that time his temperature ranged from 101.5° 
to 103.5° rectally. This was believed to be due 
to the typhoid fever and the pneumonia rather 
than to a peritonitis. He occasionally vomited 
and was badly dehydrated. Most of his intake 
consisted in glucose given intravenously. Some 
nourishment was given by mouth and a slight 
amount by rectum. There was a good deal of 
trouble in combating distention, but on the 
whole the results were fairly successful. Finally 
however the operative wound became infected. 
The attending surgeon expressed two ounces of 
pus from it. The patient became very irrational 
and continued so until the end, at one time get- 
ting out of bed when the nurse’s back was 
turned. September 25, five days after he had 
been transferred back to the medical service, 
he became very much more irrational. His fluid 
intake was considerably diminished and disten- 
tion increased. Up to this time we had felt 
that he was extremely sick, but that his ab- 
dominal condition was satisfactory, that there 
was no further perforation and that his pneu- 
monie process was not seriously embarrassing. 
The chief thing he had to combat was the origi- 
nal typhoid infection. September 27, ten days 
after operation and twenty-five days after the 
onset of symptoms, he died. 

I have left the laboratory findings until the 
last because they are of some interest. His 
physician reported that a Widal test which he 
had done outside was positive. 


Dr. Tracy B. Mauuory: On what day of the 
disease was that taken ? 


Dr. Monks: I cannot state the exact day. I 
think it was about the fourth day. It certainly 
was before the eleventh day. We took a Widal 
on the eleventh day which was reported nega- 
tive. A blood culture was taken on the same 
day and that too was negative. On the four- 
teenth day the urine and stool cultures for 
typhoid and dysentery were negative. When he 
developed pneumonic signs sputum cultures. 
were reported positive for staphylococcus aureus, 
but no typhoid bacilli were found. On Sep- 
tember 23 and 24 stool cultures were again neg- 
ative for typhoid and dysentery. <A culture 
from the abdominal wound taken on September 
24 showed only bacillus coli and was negative 
for typhoid. In other words, we have absolutely 
no bacteriologic evidence for diagnosing typhoid.. 
No other Widal was taken. 


CLINICAL Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


The diarrhea makes us think of an ordi- 
nary acute colitis, acute diarrhea which cures: 
itself without further complication or explana- 
tion. But the striking thing in this case 
is that the diarrhea stops and the illness goes. 
on and if anything seems worse. Moreover 
the chart shows that it was no ordinary case 
of colitis, which has little or no fever. He 
was in the hospital two weeks and his tempera- 
ture was never below 100°. It brings to mind 
the three causes of long fever of which I have 
spoken before, tuberculosis, typhoid and sepsis, 
which in 90 per cent of cases produce such a 
fever as that. The other 10 per cent are dis- 
tributed among a great many diseases. 

The history of weak eyes and indigestion is 
slightly suggestive of previous tuberculosis. The 
eyes are often the person’s weakest point, and 
because they are weak are often over-blamed. 
Indigestion is also often a sign of pulmonary 
or other tuberculosis. In dealing with typhoid 
or sepsis those signs are of less significance; 
therefore the balance is thrown slightly in the 
direction of tuberculosis. 

I should like to know more about that gener- 
alized cervical adenopathy. If generalized it 
must amount to a good deal. That cannot mean 
the little nodules that we can feel in the necks 
of people in normal health. I assume then that 
there is a genuine pathologic change in the neck 
glands. 

We are never supposed to see rose spots ex- 
cept in typhoid fever. In this case our inclina- 
tions are tipped towards typhoid by reason of 
the enlarged spleen and the spots on the skin 
of the abdomen. But we still have a good many 
other things to consider. 
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NOTES ON THE PHYSICAL EXAMINATION — 


As we look at the chart we see that the pulse 
is relatively high as compared with the tempera- 
ture. We see, for example, on the twentieth, 
twenty-first, and twenty-second the temperature 
in the vicinity of 102°, the pulse 110 to 120. 
This is rather too high for the average case of 
typhoid. In most cases of typhoid with that tem- 
perature the pulse would be from 90 to 100. 

The diarrhea is a point of some importance. 
The older descriptions of typhoid fever stressed 
diarrhea. But in fact most cases of typhoid 
are constipated. All case statistics prove that. 
The fact of his having diarrhea here is one straw 
on the side against typhoid. 

The distention, vomiting and abdominal pain 
give us every reason to think that there was a 
perforative peritonitis. 


DIFFERENTIAL DIAGNOSIS 


Operation was done for perforation of the in- 
testine. Even without a blood test (Widal) we 
are bound to say typhoid rather than anything 
else. The leukocyte count is important in view 
of the previous count of 4,900. I take it they 
operated for perforation of the intestine, pre- 
sumably of the large intestine in the vicinity of 
the cecum, presumably due to typhoid fever. 
We still have no blood tests. But we are bound 
to say there are more things favoring typhoid 
than there are favoring the only other thing 
that in a case like this could cause perforation, 
tuberculosis. He could have had tuberculosis 
of the intestine which could perforate; but it 
would not give this picture. In the vast major- 
ity of tuberculous cases there is a longer history 
and more evidence of fluid in the abdomen. I 
believe they operated for perforation of typhoid 
ulcer. Usually narrowing of the gut results 
after such an operation. We are always afraid 
in these cases that the intestine will be ob- 
structed. That tends to back up the idea of 
typhoid perforation. 

Dr. Monks: Operation was done with a diag- 
nosis of perforated typhoid ulcer of the intes- 
tine. A small pinhead perforation of an ulcer 
was found about a foot above the ileocecal valve 
and was successfully closed with a purse string 
suture. A part of the omentum was sewed over 
it. The operation was apparently successful. 

Dr. Casot: What was found at operation is 
not at all what we should expect, if this was 
tuberculous peritonitis. There would have been 
a mass of adhesions, a great deal of matting to- 
gether of coils. Nothing of the kind is sug- 
gested here,—just this one pinhole perforation. 
Could this be a case of dysentery, non-typhoidal ? 
I suppose it could. I have seen very few of 
those cases, but I never knew of any with such 
prolonged fever, with a palpable spleen, and 
with rose spots. It does not seem to me that 
dysentery is at all likely. I therefore believe 


so “1 that our previous diagnosis of typhoid was 
right. 

Operation was the only thing to do. I should 
have had it done on myself in the same circum- 
stances. 

Sometimes transfusion is very effective in com- 
bating infection. In eases of sepsis around 
the ear, sepsis of the mastoid involving the 
jugular vein, this sometimes makes all the dif- 
ference between life and death. It is then a 
proper measure in some eases of sepsis. 

I have no doubt that this is a case of typhoid 
fever with perforation. If he has typhoid fever 
the characteristic lesions will be found in the 
intestine. Aside from this what else was there? 
Something in the lungs, I suppose bronehopneu- 
monia, and of course the enlarged spleen that 
we find in typhoid. There are also characteristic 
liver lesions. I should say there is essentially 
only one diagnosis to make, typhoid fever, per- 
foration, death. 


A Stupent: How rare are these cases with 
diarrhea in typhoid? 
Dr. Casot: I should say about one case of 


typhoid in five gets diarrhea*. With my diag- 
nosis I have to say this is one of that twenty 
per cent. 

A Srupent: Is there invariably fluid in the 
abdomen in a ease of peritoneal tuberculosis? 

Dr. Casot: No. It may be dry, but I never 
saw such a case where there was so much local 
abdominal complaint. Cases of dry miliary tu- 
berculosis do not usually give us any such 
symptoms. 

A Stupent: Isn’t that a high polymorphonu- 
clear count—69 per cent? 

Dr. Cazot: It is a little high. Do we know 
when that count was made? 

Miss Painter: It was made at admission, 
when the leukocyte count was 5,400. 

Dr. Cazsot: That is high, but I should hate 
to draw conclusions from it. 

A Srupent: Is it not rare to have sudden on- 
set in typhoid fever? 

Dr. Casot: No, it is not rare. It is not the 
rule. I should say it occurs in something like 
a third or a quarter of the cases. 

A Srupent: Can he have had another per- 
foration ? 

Dr. Casot: Yes, perfectly well. It is very 
hard at operation, especially when trying to save 
the patient every possible shock, to be sure there 
is no other perforation. 

A Stupent: Isn’t it unusual to have colon 
bacillus in this culture from the wound if it is 
entirely superficial ? 

Dr. Mauiory: I think it is a not unusual 
finding when the gut has been opened. 

A StupENtT: Would you expect the infection 
to be inside as well as outside? 

*McCrae gives the incidence during the course of the disease 


as 17.4 per cent. (Osler and McCrae, Modern Medicine, 3rd 
edition, Vol. 1, p. 99.) 
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Dr. Matuory: It is quite likely to be inside 
too. 

A Srupent: Isn’t it unusual in typhoid not 
to have drowsiness ? 

Dr. Casot: Yes, somewhat. 

A Stupent: How reliable is the pulse in 
typhoid ? 

Dr. Canot: Not very reliable. It is a point 
of some value, but not one of the major points, 
not one of the things we stress as we do en- 
larged spleen. 

A Stupent: Is there any differentiation be- 
tween the rose spots of typhoid and the papular 
spots in miliary tuberculosis? 

Dr. Casot: The rose spots of typhoid are 
nothing but transient red spots. The lesions of 
tuberculosis as I have seen them amount to a 
good deal more and cannot be pressed away. 
The chief thing about rose spots in typhoid is 
that they come in a particular part of the body 
where we do not often have red spots without 
some cause,—on the abdomen. The abdomen is 
not a place where we often have red spots un- 
accounted for. 

A Stupent: How many are there usually? 

Dr. Casot: Usually we find 15 to 20 before 
we get through. They come in crops, you know. 
One disappears, another comes. We used to take 
a blue pencil and put a circle around each spot 
so as to identify their life histories, Sometimes 
the circle would remain with nothing inside, so 
we knew that one had gone. 

A Stupent: How common is it to have ty- 
phoid without any laboratory evidence? 

Dr. Casot: That is the greatest point against 
this diagnosis. It is the only thing that makes 
me feel a little uncomfortable. He ought to have 
had either a positive Widal or a positive blood 
culture, because the case has been going on so 
long. In every large collection of typhoid cases 
there is some percentage, from 14 per cent to 
2 per cent, that were believed to be typhoid and 
yet never had a positive Widal or a positive cul- 
ture. But such exceptions are so uncommon that 
I do not like it in this case. 

A Stupent: What are the chances of lobar 
pneumonia ? 

Dr. Canot: Pretty fair,—as a complication. 


A Srupent: Isn’t that quite common as a 
terminal event? 
Dr. Casot: Yes, but bronchopneumonia is 


more common. 

I have committed myself to a diagnosis of ty- 
phoid and expect to stand there, but I should 
like to review the alternative possibilities. In the 
first place, on the basis of the three causes of 
long fevers, can it be tuberculosis? I do not be- 
lieve it. The picture seen at operation is quite 
different from what I believe tuberculosis can 
do to the intestines and the abdomen. Nothing 
was said at any time of caseous glands any- 
where. They had a good chance to look during 
the operation, I suppose. The early history did 


sound a little like tuberculosis, as I said, but I 
do not think that is enough to balance the condi- 
tions described at operation. 

Could this be sepsis in any form? I think not. 

Taking some of the rarer causes of long fever, 
could it be syphilis? No, I should say it could 
not. Could it be neoplasm? I do not see how. 
There certainly were local abdominal symptoms, 
but at operation there was a chance to see if 
there was any neoplasm. Could it be any type 
of pneumococcus infection or influenza infec- 
tion? So far as I can see, I think not. It is 
not at all like typhus. The blood rules out leu- 
kemia. I believe it is typhoid. 

A Stupent: What do you think about the 
diffuse cervical adenopathy ? 

Dr. Casot: I do not know what to say. Those 
glands certainly have nothing to do with ty- 
phoid. Of course they suggest syphilis, but 
nothing else in the case suggests syphilis ; we cer- 
tainly cannot make that diagnosis. They also 
suggest tuberculosis, but I have already faced 
tuberculosis as well as I can and I do not see 
how it can be that. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Typhoid fever. 
Perforated ulcer of the ileum. 
Pneumonia, right lower lobe. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Typhoid fever. 
Perforation of typhoid ulcer of the intestine. 
General peritonitis. 


ANATOMIC DIAGNOSES 
1. Primary disease, 
Acute enteritis—probably typhoid fever. 
2. Secondary or terminal lesions. 


Uleerated Peyer’s patches of the ileum with 
perforation of one of them. 

Peritonitis. 

Bronchopneumonia. 

Slight mesenteric adenitis. 

Slight hydrothorax. 


Discussion 


Dr. Matuory: When I picked this case out 
for you I thought it was typical typhoid. From 
the clinical picture it would certainly have to be 
considered typhoid, and I still do not know what 
else to call it, but we have no positive proof. 

The major lesions were in the large intestine, 
though there were definitely ulcerated and par- 
tially necrotic Peyer’s patches in the ileum, one 
of which had an intact suture at the point of 
perforation. It is very unusual to have a case 
of typhoid in which there are many more lesions — 
in the large intestine than in the small. One 
thing that is almost a certainty in typhoid is 
that the mesenteric lymph nodes are very much 
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enlarged. Some people have claimed that the 
one most essential feature of typhoid is this 
mesenteric adenitis. In this case the lymph 
nodes were very slightly enlarged. There was 
a mild degree of peritonitis persisting. There 
was slight hydrothorax on each side and there 
was a trace of bronchopneumonia on the right. 
Nothing else was found. 

We did repeated blood cultures during life 
and cultures of the local intestinal lesions post- 
mortem, and at no time got either typhoid or 
dysentery bacilli. 

Typhoid fever shows very constant and dis- 
tinctive histologic lesions. There is a selective 
infiltration of the lymphatic apparatus of the 
small intestine and the mesenteric lymph nodes 
with large mononuclear leukocytes. These have 
a peculiar tendency in typhoid to show phago- 
cytosis of red cells and lymphocytes out of pro- 
portion to that found in any other disease. Lat- 
er necrosis develops, possibly a type of infare- 
tion due to blocking of the circulation by the 
closely packed mononuclears, possibly a mani- 
festation of hypersensitivity. The lesion is so 
specific that I have more than once seen typhoid 
fever correctly diagnosed from an appendix re- 
moved in the early stage of the disease before 
the typical clinical picture had developed. Spe- 
cific focal accumulations of the same mononu- 
clear cells are found also in the liver and spleen. 
The case under discussion shows lesions of the 
large intestine rather than the small. They lack 
the characteristic histology. The mesenteric 
lymph nodes show only an atypical hyperplasia. 
A few small focal lesions are present in the 
liver, but they again lack the typical histologic 
appearances. 

In view of the pathologic atypicality of the 
ease and the completely negative bacteriology, 
the possibility that we are dealing with another 
disease is well worth consideration. Dysentery 
of course comes to mind, but the clinical pic- 
ture is not particularly suggestive and our bac- 
teriology is again entirely negative. I have 
wondered several times whether ulcerative coli- 
tis might run such an acute course. The in- 
testinal lesions, however, did not suggest the 
disease. They were too isolated and too re- 
stricted to the lymphoid areas. I should be in- 
terested in any other suggestions. 

Dr. CHEsTER M. Jones: Did he have blood 
in his stools? 

Dr. MAtLory: Yes, on the two days following 
admission. He had diarrhea, which is not the 
rule in typhoid, but is possible. — 

Dr. JONES: I have seen one ease of uleera- 
tive colitis recently with an exacerbation a short 
time after admission. This attack followed the 
initial attack by three months. During the sec- 
ond attack, which was a very severe one, there 
was a perforation of the bowel with peritonitis 
which terminated fatally. The entire colon was 
involved and ready to perforate in several 


plaees. This is a rather unusual manifestation 
for the disease, but it does oceur. 

Dr. Matuory: The sharp localization of the 
lesions in the lymphoid areas is very much 
against it. I think it was not an ulcerative coli- 
tis. 

Dr. Jones: I should like to know how late 
in the eourse of a case of typhoid fever you get 
a positive Widal and how long the disease may 
run before a positive Widal is obtained. I think 
we have occasionally had a ease go as long as 
forty days without a positive Widal. 

Dr. Matuory: Yes, I think that is oecasion- 
ally true. I should never, however, expect a 
Widal to be positive during the first week of 
the disease, which is probably about the time 
the Widal was taken outside. At ten days it is 
usually a toss-up as to whether it will be posi- 
tive or not. We almost never fail to grow ty- 
phoid bacilli in blood cultures when, as in this 
case, we have repeated cultures in the first two 
weeks of the disease. hire, 

Perhaps the entire picture can be explained 
on the following assumption: We have assumed 
that the onset of the disease was about a week 
before entry to the hospital and consequently 
have been looking for the characteristic findings 
of aeute cases. ‘‘Walking typhoid’’ is, how- 
ever, not so extremely rare. He may have had 
an almost symptomless typhoid and what we 
are observing may not be the acute disease but 
a relapse. That would explain a positive Widal 
before entry to the hospital, though not the 
negative one here. It would also help to ex- 
plain the atypicality of the intestinal and 
hepatie lesions. We must still admit a gross 
bacteriologie error. 

Dr. JAMES H. Means: The matter of success- 
ful operation is distinctly interesting. I think 
Dr. Hayden looked up the operations on typhoid 
perforations. Do you know whether or not he 
found any successful ones? | 

Dr. E. ParKer Haypen: In looking up the 
eases of typhoid fever admitted to this hospital 
during the past ten years, 1920-1929 inclusive, 
I found a total of 184, of which 8 had per- 
forated, 414 per cent. Of the 8 only 1 oceurred 
in the past five years. All died except one, a 
young woman at the Phillips House in eare of 
Dr. D. F. Jones. Dr. Jones told me that this 
ease was the only one he had ever been able to 
save. He operated upon her fairly early, su- 
tured the perforation and drained the pelvis, as 
peritonitis was quite advanced. Of the remain- 
ing 7 cases, 3 were judged too ill for operation 
and died shortly thereafter. Three others were 
operated with suture of the perforation and 
drainage of the pelvis. All died within two or 
three days. The seventh ease, a child of eight 
years, came to the hospital with a diagnosis of 
pneumonia. On entrance the belly was board- 
like. Immediate operation was done, the pelvis 
drained and the abdomen sutured, with a diag- 
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nosis of ‘‘peritonitis of unknown etiology — 
probably pneumococcus’’. Three days later 
blood cultures showed a pure growth of bacillus 
typhosus. The child died of typhoid fever on 
the twelfth day after operation. No autopsy 
was obtained, but the abdomen felt negative to 
palpation prior to death, and the peritonitis 
was considered to have quieted down. 

The case under discussion today came to op- 
eration about four hours after perforation. 
Peritonitis had not progressed to the plastic 
fibrinous stage, and I considered: it good judg- 
ment to aspirate the exudate thoroughly 
and ‘close the abdomen: without drainage after 
suture of the perforation. Careful inspection 
‘of the terminal four feet of small intestine re- 
vealed no other perforations. The boy was 
placed in Fowler’s position in bed. The follow- 
ing evening he had a rectal temperature of 
107.4° and a blood pressure of only 74/40. I 
put him flat in bed, ignoring the factor of de- 
pendent drainage temporarily. He was a very 
sick boy continuously until his death, but, as in 
the ease of the child previously mentioned, his 
abdominal signs cleared and he died of toxemia. 

Dr. Means: I wonder if there is any good 
reason to believe that operation itself hurts these 
patients at all. I.think we have been too con- 
servative. We should not wait for signs to ap- 
pear; it probably would be better to operate on 
suspicion. I think that is what is done at Johns 
Hopkins, where there is a much higher rate of 
recovery. 

Dr. BetH Vincent: I do not know much 
about the medical problems of this disease, but 
certainly from a surgical standpoint the fact 
that the patient has typhoid does not contra- 
indicate operation in a case of suspected per- 
foration. As Dr. Means suggests, unless we 
operate early and take the chance of doing an 
occasional negative exploration, few of these 
very sick patients will be saved. 

Dr. Water Baver: Are phagocytic cells of 
this nature at all typical of dysentery ? 

Dr. Mautory: No, I have never seen them 
in dysentery. 

Dr. Casot: In future years you will recall 
that on October 21, 1930, a new disease later 
known as ‘‘Mallory’s disease’’ was for the first 
time semipublicly announced. 

A Strupent: . What were the lung findings in 


this case? 

Dr. Mauuory: There was slight bronchopneu- 
monia. 

Dr. Casot: Much was said about the glands 
in the neck. 


Dr. Mauuory: They were not particularly 


noted at autopsy. 
StupENT: Were blood cultures done for 


paratyphoid A and B? 
Dr. Mautory: They were all done and were 


negative. 


Dr. Casot: Did they get no agglutination 
at all in any of the Widal tests? 

Dr. There was. none at any time. 

A Stupent: Did the histologic sections of the 
Peyer’s patches show typhoid lesions? 

Dr. Matuory: They looked like hemorrhagic 
infarets with much fibrin formation and many 
polymorphonuclears. There was none of the 
mononuclear infiltration that is so very char- 
acteristic. I cannot swear it is not typhoid. On 
the whole I think it is, but it certainly is ex- 
tremely atypical. 

Dr. Cazot: It is not at all absurd to say 
that this may be a new disease. This is just 
the way new diseases have been discovered. We 
saw typhus here in these wards again and again 
and called it typhoid because it was nearer to 
that than anything else. When we began to 
recognize it as typhus we said, ‘‘That was queer 
typhoid, abnormal typhoid. It ran a very short 
course with a few queer spots that were not rose 
spots.’” Now we know that was typhus. If, as 
I say, this is a new disease, we shall look back 
and say, ‘‘Though somewhat like typhoid it was 
atypical, with no typical blood signs, with diar- 
rhea. We called it typhoid because we could not 
eall it anything else, but now we know it was 
Mallory’s disease.’’ 

A Srupent: Do these findings throw out 
amebic abscess? 

Dr. Mauuory: Yes, I think the small intes- 
tine lesions will be sufficient to do that. I have 
never seen amebic abscess except in the colon. 


CASE 17072 


EPIGASTRIC PAIN AND VOMITING WITH 
BLURRING OF VISION 


SurGICAL DEPARTMENT 


A Scotch-American laundryman fifty-three 
years old entered April 15 complaining of pain 
in the epigastrium and frequent vomiting after 
meals for a year. 

Every two or three months for the past ten 
years he had had attacks of gnawing epigastric 
pain, sometimes mild, sometimes very severe, 
not related to meals, continuing without change 
in intensity for one to three days. Occasion- 
ally they woke him at night. As the pain left 
he usually was nauseated and vomited one or 
two cupfuls of dark green bitter oily looking 
material. After this he usually took a saline 
cathartic and felt better. 

In May, eleven months before admission, after 
having had mild pain for three days, he got up 
one morning and vomited about a quart of the 
usual material in the course of half an hour. 
After this he lay down and his vision became 
blurred. This blurring progressed until after 
four days he could only tell light from dark- 
ness. After a few days his vision gradually 
came back. Since that time this trouble had 
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returned at intervals. From Thanksgiving un- 
til January he had it almost continuously. After 
its onset pills given by his physician seemed to 
. relieve his pain somewhat. In January he was 
ill in a hospital for four weeks with lobar pneu- 
monia. Since that time he had had no visual 
difficulties except occasional specks. About 
March 1, four weeks after leaving the hospital, 
he began to have epigastric discomfort again. 
At admission the pain was steady and gnaw- 
ing across the entire upper abdomen and had 
been continuous for four weeks. With it he 
had headaches. 


Records of the Out-Patient Department show 
a visit March 28. He was having severe pain 
at that time. Upon examination he was rather 
sallow. There was tenderness on mild pressure 
in the epigastrium. A Hinton test was negative. 
X-ray examination showed the head of the motor 
meal in the terminal ileum. The esophagus was 
negative. There was a filling defect about 1.5 
centimeters in diameter, smooth in contour, in 
the antrum of.the stomach just proximal to the 
pylorus. The gastric rugae were prominent. 
Peristalsis passed down through this filling de- 
fect. The duodenum was normal. At about the 
level of the iliac crest there was a dense lami- 
nated shadow suggesting calculus. A second ex- 
amination confirmed the previous findings. 


The patient had diphtheria in infancy, scarlet 
fever and abscessed ear in childhood, gonorrhea 
at twenty, malaria at forty-three. For nine 
years he had had ‘‘rheumatism”’ occasionally in 
his right shoulder. He sometimes had difficulty 
in starting the urinary stream. He weighed 215 
pounds, his best weight, sixteen years before 
admission, 170 pounds the following year after 
an attack of grippe, 164 pounds six months ago, 
170 two weeks ago. 


Clinical examination showed a well nourished, 
slightly pale man. The heart was considerably 
enlarged. The left border of dullness was 11.5 
centimeters from midsternum, 3.5 centimeters 
outside the midclavicular line, the right border 
at the sternal margin, the supracardiac dullness 
6 centimeters. There was an occasional dropped 
beat. The sounds were of good quality. There 
were systolic and diastolic murmurs and a thrill 
the time of which is not recorded. The blood 
pressure was 160/120. The abdomen was very 
prominent, soft. No masses or tenderness were 
made out. The liver was just palpable. The 
rectal examination, extremities, pupils and re- 
flexes were normal. 


The urine was not remarkable. 
was not recorded 

The temperature was 96.3° to 99°. The pulse 
was 70 to 100. The respirations were normal. 

The patient seemed comfortable about the 
ward on a soft solid diet. April 18 operation 
was done. Half an hour after it he died. 


The blood 


CuinicaL Discussion 


BY WILLIAM DAVID SMITH, M.D., AND 
GEORGE W. HOLMES, M.D. 


NOTES ON THE HISTORY 


Dr. SmitH: The history of epigastric pain 
does not exactly fit any definite picture, does it? 
The periodicity suggests peptic ulcer somewhat. 
The fact that it was not related to meals is 
against ulcer. The fact that it waked him up 
at night makes us think of gall bladder, because 
that is a trick gall bladder pain has of play- 
ing on its victims. But it might be almost any- 
thing. I suppose it might be gastric crises of 
tabes except that it has lasted too long—ten 
years. Furthermore when we consider that ten 
years is a long duration for gall bladder dis- 
ease without some rather definite signs or symp- 
toms pointing to the gall bladder region, it 
makes it a little more likely to be gastric, be- 
cause we get very long histories of gastric ulcer. 
It is rather interesting, too, that as the pain left 
him he was nauseated and vomited. Patients 
with gall bladder pain frequently vomit at the 
height of the pain and sometimes the pain is 
relieved by vomiting. What is that dark green 
oily-looking material? Is it blood, bile? We 
do not know. 

A quart is a considerable amount to vomit in 
half an hour when a man gets up in the morn- 
ing, unless he has definite gastric stasis or un- 
less it was a quart of blood. Does the fact that 
he lay down afterwards and had blurred vision 
mean anything to you? 

A Stupent: That sounds like hemorrhage. 

Dr. SmitH: Yes, and that is the only thing 
that I can think of. Of course he may have 
been frightened or hysterical, but that is quite 
unlikely in a Seotchman of fifty-three vears. 

If the increasing dimness of vision was not 
due to anemia I do not know to what it was due. 

A Scotch-American laundryman who at fifty- 
three gets over lobar pneumonia does very well, 
particularly if he is anemic. 

The filling defect shown by x-ray is not very 
big. The small size of the lesion and the fact 
that peristalsis passed down through it are more 
consistent with ulcer than with malignancy. 

I think the gain in weight in the past six 
months is a bit of valuable evidence. If that 
had been a malignancy he would have been more 
apt to lose weight. 


NOTES ON THE PHYSICAL EXAMINATION 


The heart was considerably enlarged and 
there was an occasional dropped beat. If that 


means actual dropped beats at the cardiac area 
it means myocardial damage and heart block. 
There was a systolic and a diastolic murmur 
and a thrill. I do not quite see how we are 
going to know whether that was an aortic le- 
That is, the position 


sion or a mitral lesion. 
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of the murmurs is not described any more than 
the time of the thrill. If we had an electro- 
cardiogram we might guess a little better, for if 
he had marked left ventricular preponderance 
it would more probably be aortic disease on a 
syphilitic or quite possibly on a hypertensive 
and arteriosclerotic basis. 120 is a high diastolic 
pressure. Without any other evidence that 
would lead me to guess that his murmur was of 
aortic origin rather than mitral. The negative 
Hinton would discourage one from making a 
diagnosis of syphilitic aortitis with aortie regur- 
gitation. 

The pulse rate, 70 to 100, shows no evidence of 
decompensation, and there is no hint of edema 
or of chronic passive congestion of the lungs 
or liver. We have positive x-ray evidence of 
a gastric lesion and a presumptive story of gas- 
tric hemorrhage; the fact that he was comfort- 
able on a soft solid diet gives us a little more 
for the ulcer side than the cancer side, because 
ulcer patients are certainly more apt to be re- 
lieved by diet than cancer patients. Gall blad- 
der disease might also be relieved by a light 
diet. 


DIFFERENTIAL DIAGNOSIS 


I will make a diagnosis of gastric uleer. His 
heart was obviously enlarged. His diastolic 
pressure of 120 shows definite hypertension, par- 
ticularly as he was in the hospital on a soft diet. 
His murmurs I am going to say were aortic 
murmurs and not the murmurs of mitral steno- 
sis. If those were dropped beats of the heart 


he had definite myocardial damage, and some 


pathology should be found in the heart. 

A Stupent: Do you think that you can rule 
out any gall bladder trouble? 

Dr. Smitu: No, I think it is perfectly pos- 
sible that he has gall bladder disease. But we 
know from the x-ray he has a gastric lesion of 
some sort. Many people with gastric lesions 
have gall bladder pathology as well. You 
mean, was this a gall bladder lesion through- 
out with this stomach lesion grafted on? 
Quite possibly. But he has never been jaun- 
diced, has never, according to the record, had 
anything we could dignify by the name of in- 
tense gall bladder colic or any characteristic 
radiation of the pain. 

A Stupent: Could the filling defect be due to 
adhesions ? 

Dr. Houmes: I think not. It is always ex- 
tremely difficult to arrive at any conclusions 
from the films alone, and I have to rely largely 
on the report of the man who did the fluoroscopic 
examination. He said that there was a small le- 
sion in the antrum over which the peristaltic 
wave passed. That is very unusual with carci- 
noma. Either the observation is faulty or there 
is something peculiar about the lesion. One of 
the things that will do that, is polypoids in the 
stomach; but they do not give a projection. 


When we come to look at the films there is noth- 
ing that I could point to as being a lesion if I 
had only the films to go by. From these I could 
not be sure there is anything wrong. There is a 
persistent contraction on the greater curvature. 
That may be the projection that they refer to. 
It might be a peristaltic wave. If that does rep- 
resent the lesion it would probably be ulcer. A 
small projection usually means ulcer. There is a 
lesion here very close to the pylorus which is a 
little more likely to be malignant. Se that as 
far as the films go I could not even say he had 
a lesion. I should have to base my opinion on 
the fluoroscopic report. 

StupENtT: , What do you think about the 
caleulus which is mentioned ? 

Dr. Houmes: We have no films to show that 
calculus. Certainly I do not see anything here 
that I should care to call calculus. A laminated 
shadow is usually gall stone or renal stone. Other 
shadows, that is, calcified glands, are not lam- 
inated. 

X-RAY INTERPRETATIONS APRIL 1 AND 4 
The findings are consistent with gastric polyp. 
PREOPERATIVE DIAGNOSIS 
Gastric polyp. 
OPERATION 


The operation was commenced under spinal 
novocain. The anesthesia was not satisfactory 
and was changed to ether. Exploration of the 
stomach revealed a thickening just above the 
pylorus. On opening the stomach this proved 
to be due to a small polyp within about half an 
inch of the pyloric sphincter. The sphincter 
was normal. A thickened, contracted gall blad- 
der was found containing stones. It was thought 
this was probably the cause of the symptoms. 
The gall bladder was removed without difficulty. 
At this stage of the operation the patient’s heart 
beat began to grow more feeble. The impulse 
was felt through the abdominal wound and the 
rate was found to be very slow. Injection of 
adrenalin was given through the diaphragm and 
salt solution by vein. This restored the pulse 
for a short time and the respiration improved. 
By the time the abdominal incision was closed, 
however, the heart failed again and the patient 
died on the operating table. 


PATHOLOGIC REPORT 


Gastric polyp. 
Chronic cholecystitis. 
Cholelithiasis. 


Dr. Hotmes: Now that we know what it was 
I think that little filling defect probably repre- 
sents the polyp, and the contraction on the great- 
er curvature of course is a peristaltic wave. At 
the time of the fluoroscopic examination 
the examiner was able to press on the stom- 
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ach and bring out that shadow. He was 
able also to see that the thing stayed there, and 
over a considerable period of time. It was not 
merely a fleeting thing. From the fluoroscopic 
evidence he made the diagnosis. 

The case also confirms what I said in regard 
to the passage of the peristaltic wave over a 
lesion in the stomach. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Gastrie polyp. 
Cholelithiasis. 
Circulatory failure. 


DR. WILLIAM DAVID SMITH’S DIAGNOSES 


Gastric ulcer. 
Hypertension. 
Aortic disease. 
Myocardial damage. 


ANATOMIC DIAGNOSES 


Benign gastric polyp. 
Coronary occlusion. 
Infarct of the heart. 
Chronic cholecystitis. 
Cholelithiasis. 
Chronic pleuritis. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Mauuory: There are three sig- 
nificant findings in this case. Two of them you 
know already. One was a perfectly typical be- 
nign polyp of the stomach which might have 
given hemorrhage. It was too far from the py- 
lorus to cause any obstruction. The second was 
the finding of several gall stones. I think it is 
quite possible that he may have had attacks of 
gall stone colic. Finally there was complete 
obliteration of the left coronary artery and near- 


ly complete obliteration of the right. Over half 
the left ventricle was involved in an infarct. It 
was a fairly old process, yet with no angina at 
any time. At what time it had occurred I do 
not know. It must have been present a matter 
of weeks or more probably months before his 
entry into the hospital. 

There was an old fibrous pleuritis on the right 
which I suppose goes with the attack of lobar 
pneumonia. 

A Stupent: Were there any valve lesions to 
account for the murmurs? 

Dr. Mautuory: There was slight arterioscle- 
rotic thickening of the base of the aortic valve. 

Dr. SmitH: I do not know how we could 
have made a diagnosis of polyp of the stomach 
from the record in this case, but we might at 
least have considered it. 

A Stupent: Did that block of the pylorus 
every once in a while cause the vomiting? 

Dr. SmitH: Dr. Holmes said he thought the 
polyp was too far from the pylorus to cause ob- 
struction. And although we are not told what 
the patient vomited, particularly in that episode 
when he vomited a quart, he must have been 
vomiting blood. 

I do not see how it would have been possible 
for anyone to make any diagnosis of cardiac in- 
farct. All we could say was that there was some 
pathology in the heart and some definite myo- 
eardial damage. 

A STUDENT: 
his blindness ? 

Dr. SmitH: No, I do not believe so, because 
I do not quite know what cardiac condition 
would cause interference with vision. If he had 
his coronary thrombosis before he had lobar 
pneumonia it is very surprising that he could 
go through lobar pneumonia with a heart crip- 
pled with infarets. 


Did the cardiae condition cause 
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A NEGLECTED ORGAN 


PerHAPs it is its very obviousness and accessi- 
bility which makes the skin so neglected as an 
organ. Dermatology, to be sure, is a specialty 
of long standing, but it concerns itself with lit- 
tle other than descriptive pathology and treat- 
ment. Advancement of our knowledge of the 
functions of the integument is nearly as slow 
as it is slight. All too often protection is as- 
sumed to be its only function. 

Considered in mass, the skin is far larger than 
the liver. The assembled coil glands alone would 
make a not unimpressive bulk. Yet, with the 
possible exception of the histo-pathological stud- 
ies of Unna, but scattered work has been done 
in this field. The studies on wound healing by 
Burrows and others, scattered observations on 


sweat, chiefly made in the course of studies on 
arthritis, the discovery by Folin and Trimble? 
of the important réle the skin plays in car- 
bohydrate metabolism, confirmed morphological- 


ly by Warren’, are all steps in the right direc- 
tion. 

However, the importance of the skin justifies 
far more intensive study. The marked changes 
in fluid balance of the body induced by exten- 
sive superficial burns’, sufficient to explain many 
of the severe effects of burns, emphasize anew 
the need for thorough understanding of cutane- 
ous function. 

No organ is more exposed, more favorably sit- 
uated for detailed study. Few organs are more 
important. Let us hope the skin may soon edge 
a little nearer the limelight. 
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THE WICKERSHAM REPORT AND THE 
MEDICAL PROFESSION 


THE medical profession wishes to express its 
appreciation of the recommendations of the Re- 
port of the Wickersham Commission on Law En- 
forcement submitted to the President on Jan- 
uary 20, 1931, so far as they concern repealing 
the statutory fixing of the amount of alcoholic 
liquor which may be prescribed and the number 
of prescriptions, also the abolishment of the 
requirements specifying the disease for which 
a patient is treated on the blank which is put 
into the public files, and finally leaving these 
matters to the regulation of the prohibition de- 
partment rather than having them parts of the 
statute. After all, the practice of medicine is 
the duty of the medical profession and not that 
of Congress. Long has the rule obtained that 
the physician who has been licensed by the 
State may prescribe for his patient anything 
which he feels is good for him and in such quan- 
tities as seem to the physician to be best. For 
these principles the profession has fought ever 
since the Volstead Act went into operation. 
News has come from Washington that the sug- 
gestions of the Wickersham Report are about 
to be put into effect by the prohibition admin- 
istration. Bills have been introduced in both 
Senate and House to change the statute. Let 
us express our thanks to the Wickersham Com- 
mission of eleven members, which after study- 
ing the whole problem of prohibition for over 
eighteen months and not being able to come to 
a harmonious conclusion on most of the prob- 
lems was unanimous on these questions affecting 
physicians. 

The dentists are to be congratulated that they 
are to be allotted the six quarts of liquor given 
physicians, together with the two quarts of al- 
cohol, so that they may revive a fainting patient 
if need be. This has been decreed by the al- 
cohol permit division of the United States Pro- 
hibition Service, on a long-standing request of 
the American Dental Association. 
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THE POLICY OF THE FEDERAL GOV- 
ERNMENT WITH RESPECT TO STIM- 
i TRADE IN PHARMACEUTI- 


Ovr attention has been called to a circular is- 
sued by the United States Department of Com- 
merce in a ‘‘Trade Information Bulletin’’ in 
which appears a statement that ‘‘there is a good 
market in China for pharmaceutical prepara- 
tions, drugs, and medicines’’ with the further 
explanation that the ‘‘Chinese are prone to use 
patent medicines, buying according to trade- 
mark rather than judging the medicines by their 
healing qualities’’. 

Similar recommendations appear in this cir- 
cular with respect to good customers in British 
India and the Philippines. 

It was stated in the circular that ‘‘The In- 
dian is fond of patent medicines and the 
stronger the claim and apparent action of the 
product the more it is appreciated.’’ This 
seems clearly an invitation to the manufacturer 
of patent medicines to dope the product. 

Further quotation appears as follows: ‘‘Sales 
——are restricted to local pharmacists who must 
certify as to the contents before the goods can 
be sold.’’ This conveys a veiled attack on local 
regulations. 

This circular is about the ‘‘most unkindest 
eut of all’’ in our relations with foreign coun- 
tries because it suggests to the vendors of patent 
medicines that unsophisticated inhabitants of 
those nations are easy victims of those who 
would take money regardless of the value of the 
purchase. 

The government may salve its conscience with 
the feeling that what is good for the goose for 
home consumption may be equally good for the 
gander of the Orientals. 

Our government still allows manufacturers of 
patent medicine to make blatant claims for cer- 
tain preparations although we have laws control- 
ling the adulteration of foods and tending to pre- 
vent various other attempts at fraud. 

It may be that nothing short of an awakened 
public conscience may be effective in dealing 
with the patent medicine evil which has its 
double malevolence in the claims for beneficence 
in dealing with the most serious problem of life 
and in the second place gouges the trusting vic- 
tim out of his material resources. 

We may have to wait until we are more en- 
lightened at home before we can expect our peo- 
ple to have any sense of decency in our rela- 
tions with distant peoples. 
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dress: 520 Commonwealth Avenue, Boston. 


MEAKER, SAMUEL R. A.B., M.D. Harvard 
University Medical School 1915. F.A.C.S. Pro- 
fessor of Gynaecology, Boston University School 
of Medicine. His subject is: ‘‘The Early Diag- 
nosis of Extrauterine Pregnancy.’’ Page 318. 
Address: 475 Commonwealth Avenue, Boston. 


PHILuirs, Kart T. M.D. Tufts College Medi- 
eal School 1919. F.A.C.S. Adjunct Surgeon of 
the Day Kimball Hospital, Putnam, Conn. Phy- 
sician for Pomfret School, Pomfret, Conn. His 
subject is: ‘‘A Fracture of the Carpal Cunei- 
form.’’ Page 322. Address: Putnam, Con- 


necticut. 


THE BOSTON MEDICAL LIBRARY 


JOHN BARD 1716-1799 
SAMUEL BARD 1742-1821 


THE medical history of New York during the 
latter half of the eighteenth century has frequent 
references to the name of Bard, father and son. 
They were instrumental in promoting everything 
that was worth while and codperated heartily 
with the group of energetic and public-spirited 
physicians who resided in the city at that time. 
They were of French-English descent. John 
Bard’s father, Peter Bard, set his religious be- 
liefs above his love of country and escaped from 
France to America where he settled on the Dela- 
ware River at no great distance from Philadel- 
phia. A neighbor, an Englishman by the name 
of Marmion, who was also an exile, had a daugh- 
ter whom Peter Bard shortly married. In 1716 
they had a son, John Bard. He received the 
elements of a classical education at Philadelphia 
and by the time he was 15 he was apprenticed 
for a seven year term to a crabbed English prac- 
titioner who made life miserable for him by keep- 
ing him at work at many things for such long 
hours that he found very little time for study, 
except after the family had retired or before 
they had arisen. It was during this trying 
period that he made the -acquaintance of Ben- 
jamin Franklin from whom he received much en- 
eouragement and for whom he entertained very 
warm feelings of friendship all his life. After 
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completing his apprenticeship he settled in Phil- 
adelphia but six years later (in 1746) removed 
to New York. He had an unusually agreeable 
personality, was a good conversationalist and 
raconteur which, added to his professional at- 
tainments, soon gained him an entrance into the 
best New York society and his practice was as- 
sured. Neither his classical nor professional edu- 
cation was as good as that of many contempo- 
raries but he had imagination, judgment and a 
good taste in literature which determined his 
. selection of hooks, and a retentive memory en- 
abled him to make their contents his own. He 
was often able to quote long passages of poetry 
many years after he had learned them. He kept 
abreast of the literature of the day and knew 
his Sydenham by heart. In 1759 an epidemic 
of malignant fever invaded New York brought 
by a ship from Amsterdam. This provided an 
experience leading Dr. Bard to appreciate the 
necessity for developing quarantine precautions 
to prevent the spread of similar epidemics that 
might be brought into a port of entry such as 
New York was then tending to become. He ad- 
vocated the building of a pesthouse upon a lo- 
cation suitable for this purpose and accordingly 
Bedloe Island was purchased and the Hospi- 
tal built. Bard was put in charge of it with 
power to appoint his assistants and at the same 
time he was assigned the care of sick and wounded 
British seamen who happened to be in New York. 
In 1778 he sought relief from the strain of prac- 
tice and retired to an estate which he owned in 
Duchess County but the Revolutionary War so 
damaged his fortune that in 1783 he returned 
to the city and though quite advanced in years 
he was equal to the task of resuming his prac- 
tice. In 1788 when the Medical Society of New 
York was incorporated the profession indicated 
the confidence reposed in him by choosing him 
as its first president. In 1795 in an address be- 
fore this Society he called the attention of the 
profession to the existence of yellow fever in 
the city which some were reluctant to admit. 
Subsequent events proved that he was right, 
though he had not himself seen a ease for forty 
years. His writings were not very numerous, 
the most important papers which he had pre- 
sented being upon yellow fever and its methods 
of entrance into this country. These were pub- 
lished in the Medical and Philosophical Register 
under the editorship of Drs. Hosack and Fran- 
cis. In 1750 he, in association with Dr. Peter 
Middleton, made the first dissection of the hu- 
man body recorded in America. In 1798, the 
year before his death, he again retired to his 
country place where he died on March 30, 1799. 


SAMUEL Barp 


Samuel Bard was born in Philadelphia on the 
first of April 1742. There is no indication that 
he was in any way an exceptional boy. When 
the time came for him to enter school he was 


placed with a Mr. Smith who had the reputation 
of being a good teacher and was in charge of a 
grammar school in Philadelphia where he ac- 
quired a reputation of being a ‘‘ quick, industri- 
ous and amiable child’’. His mother said to 
Mr. Smith, when she sent him to school along 
with an older brother, ‘‘if Peter does not know 
his lessons, excuse him: if Sam, punish him for 
he can learn at will’’. Because of an illness 
from which he suffered when he was about 14 
his father removed him from school and from the 
city and he spent a summer with Cadwallader 
Colden who was lieutenant governor of the 
Province. His health was restored and he ac- 
quired an interest in botany which he retained 
all his life. He took the classical course at Kings 
(Columbia) College. He was placed by his 
father in the family of Dr. Leonard Cutting 
who held the Chair of classical studies at that 
time and to Dr. Cutting’s methods he was ac- 
customed to attribute many of the good quali- 
ties that contributed to his success in practice. 
He acquired the habit of early rising and fol- 
lowed it all his life. In the winter he arose an 
hour before sunrise and in the summer at dawn. 
His devotion to his studies determined his father 
to send him abroad for his medical education 
though it entailed an expense he could ill afford. 
In 1761, the year that he left for Edinburgh 
where he was to pursue his medical studies, Eng- 
land and France were at war and the English 
vessel upon which he was crossing was captured 
by the French. He was detained in France for 
five months, when, through the intercession of 
Benjamin Franklin, he was permitted to pro- 
ceed to England. He spent a short time in 
London where he was introduced to Drs. Fother- 
gill, Hunter and many others and then made 
his way to Seotland. Here he enrolled under Drs. 
Cullen, Fergueson and Munroe, studied diligent- 
ly and was keenly appreciative of the sacrifices 
being made for him at home. The schedule he 
followed the first winter is an indication that 
he was not disposed to waste his time or neglect 
his opportunities. He says that from 7 to 10:30 
he spent on mathematics (this time later to 
be devoted to professional reading and study of 
his notes). At 11 he was at the College with 
Professor Fergueson. From 12-1 at the Hos- 
pital, from 1-2 with Dr. Cullen; from 2-3, din- 
ner; anatomy with Dr. Munroe from 3-4; the 
next 1144 hours he devoted to flute practice, 
tea and social intercourse with certain of his 
friends and the remainder of his day, ending 
at eleven P. M., he spent in study, general read- 
ing and arranging his notes. While here as a 
student he conceived the idea of establishing a 
medical school upon his return to New York, an 
idea which he put through in later years. At 
Edinburgh at this time was gathered a brilliant 
group of teachers who created a very stimulat- 
ing atmosphere for an ambitious and conscien- 
tious student. Cullen, Hope, Blair, the two 
Munroes, father and son, Fergueson, Whytt, 
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Rutherford, and Robinson, the historian, who 
was head of the University. His attention to 
his duties met its reward in various ways, 
through election to Societies and the award of 
medals. His medical diploma from Edinburgh 
bears date of September 6, 1765. All through 
his life he maintained many of the friendships 
he formed while in Great Britain. He spent 
some time in travel about Scotland and Eng- 
land but was unable to extend his journey to 
include the Continent of Europe, particularly 
to pay a visit to Leyden. After an absence of 
five years he returned to New York. The sum 
of £1000 which had been expended on his eduea- 
tion, overtaxed his father’s resources. For the 
next three years he refused to take any income, 
exeept his actual expenses, out of the partner- 
ship into which he had entered with his father. 
He married his cousin Miss Mary Bard after 
he had cleared himself of indebtedness. 


Shortly following his return he broached his 
scheme for starting a medical department at 
Kings College and had the satisfaction of seeing 
it adopted. Though he was only 28, several 
years the junior of most of the other members 
of the teaching force, he was by common con- 
sent allotted the most important position, viz.: 
that of teaching the practice of physic. He 
maintained his association with the school, in one 
position or another, for 40 years. The first medi- 
eal degree was conferred in 1769. At about this 
time, on the occasion of the commencement ex- 
ercises of the medical school, Dr. Bard urged 
the necessity of building a municipal hospital 
and a beginning was made at that very time. 
Unfortunately, before it was quite completed, it 
caught fire and was burned to the ground. Not 
until 1791 was it rebuilt and from that time 
on to his retirement he never missed a day in 
his attendance as visiting physician. In 1774 
he gave a series of lectures on chemistry in ad- 
dition to his other courses. His father had re- 
tired from practice but had again suffered from 
financial misfortunes. The son, still mindful 
of the parental sacrifice that had been made to 
procure him an education, cancelled his father’s 
indebtedness and persuaded him to come back 
to his New York practice, which he did. During 
the Revolutionary War he could not see his way 
clear to join with the continental troops at first 
and was for a time looked upon with some sus- 
picion. Later on, however, he was very proud 
to be able to include General Washington among 
his patients. Beside the interest which he had 
in the medical school and the Hospital he was 
one of the founders and a visiting physician to 
the City Dispensary, was an active member of 
the State Agricultural Society and was instru- 
mental in founding the first public library. He 
had long determined to retire from practice in 
time to enjoy life in the country, freed from 
professional exactions, so in 1798 he removed 
to his country place near where his father re- 


sided. The latter’s death, about a year after he 
retired for the second time, deprived his son of 
the long-looked-for opportunity to be a com- 
panion for him in his declining years. 

In 1813 Dr. Bard was appointed president of 
the College of Physicians and Surgeons and con- 
tinued in that office during the remainder of his 
life. His early interest in horticulture and 
botany served to interest him all through his 
later years and furnished an outlet for his ener- 
gies. His death took place in his 80th year 


after a short illness and occurred only twenty- 
four hours after that of his wife. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


HOUSE—NO. 914* 


An Act to establish a Board of Registration in Chiro- 
practic and to regulate the Practice of Chiropractic. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Section 1. Chapter thirteen of the General Laws 
is hereby amended by adding at the end thereof the 
following new sections :— 

Section 39. There shall be a board of registration 
of chiropractors, in this and the following sections 
called the board, consisting of five members. Two 
of such members shall be ex officio the surgeon gen- 
eral of the commonwealth and the commissioner of 
public health of the commonwealth, three other mem- 
bers shall be residents of the commonwealth for at 
least three years prior to the passage of this act, shall 
be graduates of a legally chartered chiropractic 
school, college or university having the power to 
confer degrees in chiropractic; and, further, one of 
such members shall hold a license from another 
state granted at least five years prior to the passage 
of this act and the other two members shall hold 
licenses from another state granted at least one year 
prior to the passage of this act; and all future ap- 
pointments shall have a like qualification except that 
licenses held in the commonwealth following the 
passage of this act shall equal the five or one year 
requirement when that time has passed. 

Members of the board shall be appointed by the 
governor, with the advice and consent of the coun- 
cil for terms of three years. Upon their appointment 
they shall be deemed to have been duly registered 
as chiropractors under the provisions of this chapter. 

Section 40. The board shall hold regular meet- 
ings to examine applicants and for the transaction 
of business, commencing on the first Tuesday of 
June and December in each year. Special meetings 
may be called by the chairman and secretary upon 
thirty days’ notice printed in a newspaper of gen- 
eral circulation in the commonwealth. The board 
shall annually choose a chairman and secretary. 

The board shall have authority to administer 
oaths, take affidavits, summon witnesses and take 
testimony as to matters pertaining to their several 
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duties, adopt a seal which shall be affixed to all li- 
censes issued, adopt reasonable rules and regulations 
for the transaction of business and by-laws relating 
to the enforcement of the provisions of sections 
eighty-seven F to eighty-seven P of chapter one 
hundred and twelve not inconsistent therewith. 

At the request of the board, an office in the state 
house where meetings may be held shall be provided. 

Section 41. All fees received by the secretary and 
not returned to the applicant shall be paid monthly 
into the state treasury. Each member of the board 
shall receive twenty-five dollars for each day actually 
spent in the discharge of his duties, and also the 
necessary travelling expenses actually incurred in 
connection with his duties. The secretary may ex- 
pend such amounts for books, stationery, postage 
and other necessary expenses authorized by the 
board as shall annually be appropriated therefor. 
Such compensation and expenses shall not exceed in 
the aggregate the amounts paid into the state treas- 
ury as aforesaid. 


SecTIon 2. Chapter one hundred and twelve of the 
General Laws is hereby amended by inserting after 
section eighty-seven E, inserted by section two of 
chapter four hundred and seventy of the acts of 
nineteen hundred and twenty-three, under the title 
Registration of Chiropractors, the following new 
sections :— 

Section 87F. Chiropractic or the system, method, 
or science commonly known as chiropractic, or the 
practice of chiropractic, is hereby defined to be the 
method, science or practice of locating and adjusting 
the subluxations of the articulations of the human 
spine and its adjacent tissues. No practitioner of 
chiropractic, commonly called a chiropractor, shall 
unless registered as a physician or surgeon under this 
chapter, practice obstetrics, or administer drugs or 
perform surgical operations by the use of instru- 
ments, nor shall treat, unless under the directions 
of a physician, eruptive, erosive, or temperative 
disturbances coming under the accepted definitions 
of contagious, infectious or reportable diseases, nor 
shall he hold himself out as and for other than 
a chiropractor. 

Provided further that the chiropractor who in his 
practice finds objective symptoms of eruptive dis- 
eases or erosive conditions, which shall include a 
wasting of the body, a continued cough, bloody dis- 
charges, or abnormal growths or persistent lesions, 
or finds temperature disturbances shall notify the 
patient in writing of his findings and/or a condition 
precedent to further treatment shall obtain a letter 
from a physician setting forth the physician’s diag- 
nosis. A physician so called by a patient upon re- 
quest of the patient shall forthwith write such a let- 
ter. Any intentional violation of this section shall 
be punished by a fine of not more than one thousand 
dollars for the first offense and a fine of not more 
than five thousand dollars for a second offense or 
imprisonment for not more than one year or both. 

Section 87G. The board of registration of chiro- 
practors, in this and the following sections called 


the board, may, subject to the approval of the gov- 
ernor and council, make and shall publish neces- 
sary rules and regulations for the proper conduct 
of its duties, shall keep a full record of its proceed- 
ings and a record of the names of all persons ex- 
amined or registered by it. Such rules, regulations 
and records shall be open to public inspection in the 
office of the board of registration of chiropractors. 

Section 87H. Any person, before engaging in the 
practice of chiropractic in this commonwealth, shall 
make application to the board, on a form prescribed 
and furnished by it, for a certificate to practice chiro- 
practic. Said application shall be filed with the sec- 
retary of the board, at least seven days before the 
date of examination, and shall be accompanied by 
an examination fee of twenty-five dollars. Each 
applicant shall present satisfactory evidence in the 
form of affidavits properly sworn to that he is over 
twenty-one years of age, of good moral character 
and has graduated from a class A chiropractic school, 
university or college as defined in the following 
section. 


Section 87I. A chiropractic school, university or 
college shall be considered class A which possesses 
the following qualifications :— 

First, It shall be incorporated and authorized by 
its charter to confer the degree of doctor of chiro- 
practic; 


Second, It shall give a course of at least twenty- 
two hundred sixty-minute daylight hours to matricu- 
lants possessing the educational qualifications re- 
quired for graduation from a public high school; 

Third, It shall confer such degree only after per- 
sonal attendance of the applicant therefor at such 
course, and upon completion thereof. 

Section 87J. Any person holding a license or 
certificate issued by a chiropractic board of any 
other state maintaining standards at least equal to 
those of this commonwealth may, after a written 
examination, be registered by the board upon the 
payment of a fee of twenty-five dollars and the 
production to the board of his diploma, the certifi- 
cate or license issued in such other state and satis- 
factory evidence of good moral character, and there- 
upon shall be entitled to a certificate of registration. 
No such person however may be so licensed unless 
he has resided in Massachusetts at least one year 
prior to making his application. 

Section 87K. The board may refuse to grant a 
certificate to any person who has been convicted of a 
felony, who has been guilty of unprofessional con- 
duct, or who is addicted to any vice to such a degree 
as to render him, in the opinion of the board, unfit 
to practice chiropractic, and shall at any time for 
cause, after due notice and hearing, revoke a cer- 
tificate already issued. 

Section 87L. The board shall examine each ap- 
plicant as to his qualifications for the practice of 
chiropractic. Such examination shall be solely or in 
part in writing, in the English language, shall be of 
a scientific and practical character, and shall include 
the subjects of anatomy, physiology, symptomatology, 
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hygiene, sanitation, chemistry, histology, pathology. 
All questions on the above subjects shall be prepared 
by the board of registration of medicine and shall be 
the same questions given at the same time to their 
applicants for licenses as physicians; the papers how- 
ever submitted by the applicants for licenses as chiro- 
practics shall be sent to the board of chiropractics 
for marking and approval or disapproval of the 
applicants; the board shall thereafter examine the 
approved applicants above referred to on the follow- 
ing subject: chiropractic analysis and the principles 
and practice of chiropractic as taught in reputable 
chiropractic schools and colleges, and shall include 
practical demonstrations. Any applicant whom the 
board finds qualified to practice chiropractic shall 
be registered as a chiropractor by the board and 
shall receive a certificate of such registration signed 
by its chairman and secretary. 

Section 87M. The certificate mentioned in the pre- 
ceding section shall entitle its holder to practice 
chiropractic in this commonwealth, shall designate 
him as a chiropractor and shall be publicly displayed 
at his principal place of business so long as he shall 
continue to practice chiropractic. 

Section 87N. Whoever, without holding a certifi- 
cate in full force and effect issued by the board, 
practices or attempts to practice chiropractic in 
treating diseases of the human body, uses any of 
the titles, words or letters, “chiropractic”, ‘“chiro- 
practic practitioner”, “doctor of chiropractic’, 
“D. C.”, or any other titles or letters, either alone 
or with qualifying words or phrases in such man- 
ner or under such circumstances as to indicate that 
he is engaged in the practice of chiropractic or who- 
ever buys, sells or fraudulently obtains any diploma, 
license, record or registration to practice chiroprac- 
tic or aids or abets in such selling or fraudulent 
obtaining or practices chiropractic under cover of 
any diploma, license, record or registration to prac- 
tice chiropractic, illegally obtained or signed or is- 
sued unlawfully or under fraudulent representations, 
or whoever after conviction of a felony for which he 
has not received a pardon, shall practice chiropractic, 
shall be punished by a fine of not less than fifty nor 
more than five hundred dollars, or by imprisonment 
for not less than thirty days nor more than one year, 
or both. 

Section 870. The board shall annually, on or be- 
fore the first day of January, make a report to the 
governor containing a full and complete account of 
all its official acts during the preceding year and 


‘setting forth the condition of chiropractic in the 


commonwealth. 

Section 87P. Every registered chiropractor, upon 
commencing to practice, either by himself or asso- 
ciated with or in the employ of another, shall forth- 
with notify the board of his office address or ad- 
dresses, and every registered chiropractor practicing 
as aforesaid shall annually, before April first, pay 
to the board a license fee of five dollars. Every 
registered chiropractor shall also promptly notify 
the board of any change in his office address or 
addresses and:from time to time shall furnish such 


other information to the board as it may require. 
The board may suspend the authority of any regis- 
tered chiropractor to practice chiropractic for failure 
to comply with any of the above requirements. The 
board shall publish annually complete lists of the 
names and office addresses of all chiropractors reg- 
istered and practicing in the commonwealth, arranged 
alphabetically by name and also by the names of the 
towns where their various offices are situated. 


Section 3. The initial appointments to the board 
of registration of chiropractors hereby established 
shall, within sixty days after the effective date 
hereof, be made by the governor, with the advice 
and consent of the council. One of the said mem- 
bers shall be appointed for the term of one year, one 
for a term of two years, and the other for the term of 
three years, and each shall serve until the qualifica- 
tion of his successor. . 


Section 4. Section seven of said chapter one hun- 
dred and twelve is hereby amended by inserting 
after the word “gratuitously” in the fourteenth line 
the words:—, registered chiropractors,—so as to 
read as follows:—Section 7. The five preceding sec- 
tions and section eight shali not be held to discrimi- 
nate against any particular school or system of 
medicine, to prohibit medical or surgical service in 
a case of emergency, or to prohibit the domestic ad- 
ministration of family remedies. They shall not 
apply to a commissioned medical officer of the United 
States army, navy or marine hospital service in the 
performance of his official duty; to an interne or 
medical officer registered as provided in section nine, 
while engaged in the practice of medicine as author- 
ized by said section; to a physician or surgeon 
resident in another state who is a legal practitioner 
therein, when in actual consultation with a legal 


practitioner of this commonwealth; to a physician 


authorized to practice medicine in another state, 
when he is called as the family physician to attend 


‘a person temporarily abiding in this commonwealth; 
‘nor to registered pharmacists in prescribing gratui- 


tously, registered chiropractors, clairvoyants or per- 
sons practicing hypnotism, magnetic healing, mind 
cure, massage, Christian Science or cosmopathic 
method of healing, if they do not violate any provi- 
sion of the preceding section. 


Section 5. Any person who has been a resident of 
this commonwealth for at least one year next prior 
to the effective date of this act and who has a 
diploma issued prior to said effective date by a 
class A chiropractic school, university or college 
having the power to confer degrees in chiropractic 
or who for at least two years prior has held a license 
from another state who maintains an equal stand- 
ard of educational qualifications as to registration of 
chiropractors may, within ninety days after such 
effective date and upon the payment of a fee of ten 
dollars, apply for a certificate of registration as a 
chiropractor which certificate may be granted by 
a four-fifths vote of the board at its discretion with- 
out examination. 


SecTIon 6. The board upon a vote of all five of 
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its members may at its discretion license an applicant 
who has been a resident of this commonwealth for 
at least one year next prior to the effective date of 
this act and who has a diploma issued prior to said 
effective date by a legally chartered chiropractic 
school, university or college having the power to 
confer degrees in chiropractic. 


Section 7. Every person registered under this 
act shall, before entering upon the practice of chiro- 
practic, submit his certificate of registration to the 
clerk of the town where he proposed to practice, and 
shall inform the clerk that he is the person desig- 
nated therein, and shall pay him fifty cents. There- 
upon the clerk shall record the name and address 
of such person and the date and number of his cer- 
tificate and the said record shall be open to public 
inspection, and the clerk shall furnish a copy thereof 
to the board within one week, 


Section 8. In the event of death of a patient un- 
der the care of a chiropractor the said chiropractor 
shall be governed under the provisions of the Gen- 
eral Laws; provided, however, that upon the death 
of a patient the chiropractor shall immediately call a 
physician licensed under the laws of the common- 
wealth and shall present to him a death certificate 
properly filled out giving the cause of death and 
containing in addition the history and treatment of 
the case. If the physician agrees to the findings he 
shall underwrite his approval, and in the event he 
does not agree he shall write his disapproval, and 
both chiropractor and physician are bound to have 
the medical examiner of the county notified. The 
fee for the physician so called shall be ten dollars, 
which shall be paid by the chiropractor but which 
he may charge to the estate of the deceased. 


The foregoing bill will be heard on March 2, at 
10:30 A. M., before the Committee on State Adminis- 
tration in Room 481. 


HOUSE 265 


An Act requiring the Vaccination of Children in 
Private Schools. 

This bill will be heard before the Committee on 
Public Health in the Gardner Auditorium, State 
House on February 24 at 10:30 A. M. 


HOUSE—NO. 987 


An Act relative to the Ascertainment by City and 
Town Clerks of Certain Facts for Birth Records. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: ‘ 

Section five of chapter forty-six of the General 
Laws is hereby amended by striking out, in the first 
line, the word “shall” and inserting in place thereof 
the word: may,—so as to read as follows:— 

Section 5. The clerk of each town may annually 
in January ascertain the facts required for record by 
section one relative to all children born during the 
preceding year and resident therein. When neces- 


sary to supply deficiencies in the birth records, he 
may enter therein any written information obtained 
by him but he shall not change facts already recorded 
except as provided in section thirteen or except to 
correct errors in copying from notices, reports or 
certificates on file in his office. If such an error is 
so corrected, a statement to that effect, signed by 
him, shall be entered upon the record. 


HOUSE 1176 


An Act to define Hernia under the Workmen’s Com- 
pensation Act. 

An excerpt as follows defines the proposed atti- 
tude of The Industrial Accident Board. 

Hernia is hereby defined as a disease which ordi- 
narily develops gradually, being very rarely the re- 
sult of an accident. Where there is a real traumatic 
hernia resulting from the application of force directly 
to the abdominal wall, either puncturing or tearing 
the wall, compensation will be allowed. All other 
cases will be considered as either congenital or of 
slow development and not compensable, being a dis- 
ease rather than an industrial injury; unless con- 
clusive proof is offered that the hernia was imme- 
diately caused by such sudden effort or severe strain 
that, first, the descent of the hernia immediately 
followed the cause; second, that there was severe 
pain in the hernial region; third, that there was 
such prostration that the employee was compelled to 
cease work immediately; fourth, that the above facts 
were of such severity that the same was noticed by 
the claimant and communicated to the employer with- 
in twenty-four hours after the occurrence of the 
hernia; fifth, that there was such physical distress 
that the attendance of a licensed physician was re- 


quired within twenty-four hours after the occur- 


rence of the hernia. 


HOUSE 781 


This is an act to create a Board of Examination 
and Registration to regulate the Practice of Mag- 
netic Healers. The hearing is scheduled for March 
2 before the committee on State Administration. 
This committee meets in room 481, State House, 
at 10.30. 


HOUSE 891 


An Act to prohibit the Sale of Patent Medicines _ 


containing More than Six Per Cent. Alcohol except 
upon Prescription of a Physician. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

SEcTIon 1. Section thirty-five of chapter one hun- 
dred and twelve of the General Laws, as amended 
by section fifteen of chapter four hundred and twen- 
ty-seven of the acts of nineteen hundred and twen- 
ty-two, is hereby further amended by inserting after 
the word “medicines” in the ninth line the words: 
—containing less than six per cent. alcohol. 


Section 2. Said chapter one hundred and twelve 
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is hereby further amended by inserting after section 
thirty-five the following new section:— 

Section 35A. No registered pharmacist shall sell 
any patent or proprietary medicine which contains 
more than six per cent. alcohol except upon the 
prescription of a registered physician. 


HOUSE 907 

An Act to authorize Cities and Towns to appro- 
priate Money for the Care, at Preventoria, of Chil- 
dren predisposed or susceptible to Tuberculosis. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Any city or town may contract with a privately 
controlled preventorium approved by the board of 
public health of such city or town for the care and 
treatment of children predisposed or susceptible to 
tuberculosis whose parents or guardians are unable 
to support or care for them, at a cost to the city or 
town of such sum as may be appropriated therefor, 
not exceeding fifty thousand dollars in any one cal- 
endar year; provided, that not more than the or- 
dinary and reasonable compensation for care and 
support actually rendered or furnished by said pre- 
ventorium shall be paid by the city or town under 
such contract. 


The following bills have features of interest to 
physicians. Complete copies may be obtained at the 
State House. 

House 913—An Act creating a Medical Research 
Board which shall Study and distribute Information 
obtained by it. Hearing March 2—State Adminis- 
tration. 

House 1061—An Act to provide for the Formation 
of Insurance Companies to insure against Bodily In- 
jury or Loss caused by Ingredients or Foreign Sub- 
stances in Foods, Confectionery or Beverages, or 
caused by the Containers thereof. 

House 1023—Resolve to provide for an Investiga- 
tion by the Departments of Public Health and Public 
Welfare as to the Financial Need of Certain Ma- 
ternity Cases. 

House 1059—An Act relative to Health Insurance 
Rates and Risks. 

Senate 257—An Act relative to Review in Work- 
men’s Compensation Cases. 


MISCELLANY 
THE PREVENTION OF INTRODUCTION OF 
DISEASES FROM ABROAD 


According to a report recently submitted to Con- 
gress by Surgeon General H. S. Cumming of the Pub- 
lic Health Service, no instance of the importation 
from abroad of any quarantinable disease into the 
United States occurred during the past year. This 
fortunate experience was due not only to the system 
of control at domestic ports, but also to the system 
of medical inspection maintained at foreign ports 
from which diseases are likely to spread. Four ves- 


sels arrived upon which smallpox had occurred. Ves- 
sels arrived also upon which meningococcus menin- 
gitis (cerebrospinal meningitis) had occurred. Upon 
arrival at quarantine, the cases of meningococcus 
meningitis were removed from the vessels and iso- 
lated at quarantine hospitals, while those who were 
ascertained to have been in contact with these cases 
were detained for observation at the quarantine 
stations, Among those detained for observation sev- 
eral cases of the disease developed. 

In May, 1930, the cholera situation in the Philip- 
pines became so threatening that a maritime quar- 
antine against the Islands was made effective as a 
measure of protection against the transmission of 
infection, particularly through Oriental steerage pas- 
sengers to the Hawaiian Islands and the Pacific coast 
ports of the United States. 

Beginning in November, 1929, the occurrence with 
a high mortality rate of an unusual sickness resem- 
bling both influenza and typhoid fever began to be 
reported in various sections of the United States. 
Investigation revealed that the disease was psitta- 
cosis and that these cases were associated with re- 
cently imported and acquired parrots. It was deemed 
advisable to stop the importation of all species of 
parrots from all countries for the time being until 
the identity of the causative organism and the un- 
known means of the transmission of the disease 
could be studied. As a result, an executive order 
was issued restricting for the time being the intro- 
duction of parrots into the United States. 

The special regulations governing the transporta- 
tion of passengers from Oriental ports to the United 
States ports prescribed during last year were con- 
tinued in force and have proven effectual in attain- 
ing the essential control of the danger theretofore 
presented by the introduction of epidemic cerebro- 
spinal meningitis into the United States from Orien- 
tal ports. 

At domestic ports during the year 17,619 vessels, 
914,878 passengers, and 1,163,915 seamen were in- 
spected upon arrival by quarantine officers; at in- 
sular ports, 3,026 vessels, 141,416 passengers, and 
216,326 seamen were inspected; and at foreign ports, 
4,926 vessels, 514,590 passengers, and 410,604 sea- 
men were inspected prior to embarking for the Uni- 
ted States. 

Of the passengers who embarked at European 
ports, 56,115 were vaccinated and 74,509 were de- 
loused under the supervision of medical officers of 
the Service. Clothing and baggage of these passen- 
gers amounting to 96,381 pieces were disinfected. 

Five thousand one hundred and eighty-nine vessels 
were fumigated either because of the occurrence of 
disease aboard or for the destruction of rodents as a 
plague preventive measure. Of the rodents recovered 
following fumigation, 14,047 were examined for evi- 
dence of plague infection. 

During the past year the new Nationalist Govern- 
ment of China was reported to have under consider- 
ation the assumption of the control of maritime 
quarantine in Chinese ports. All maritime countries 
of the world are deeply interested in such proposed 
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change. The Public Health Service received a re- 
quest from designing architects in the employ of 
the Nationalist Government of China for plans and 
specifications for typical quarantine stations, and 
such plans and specifications were sent covering the 
quarantine plants in the ports of San Francisco and 
New York. 

There has been no material change during the past 
year in the system of making, in the principal Eu- 
ropean countries, medical examination of applicants 
for immigration visas in their countries of origin. 
The system of the examination of intending immi- 
grants has proven so satisfactory that it is proposed 
to extend it to additional foreign countries as soon 
as trained medical officers may be available for this 
purpose. During the fiscal year ended June 30, 
1930, a total of 156,370 applicants for immigration 
visas were given medical examination in their coun- 
try of origin. Of the total examined 20,167 or 12.9 
per cent. were found to have mental or physical de- 
fects; 8,608 or 5.5 per cent. of the total examined 
were refused visas for medical reasons. Of 147,762 
aliens who had been given a preliminary medical ex- 
amination abroad, and to whom visas had been is- 
sued, only 23 were finally certified upon arrival at 
United States ports as being afflicted with disease 
necessitating mandatory deportation. The medical 
examination of aliens abroad is conducted in codép- 
eration with the State Department and the Immigra- 
tion Service of the Department of Labor. 


PANORAMIC VIEW OF THE WOMAN’S AUXIL- 
IARY TO THE A. M. A. IN FOUR ARTICLES* 


1. THE EAsTeRN DISTRICT 


MRS. W. WAYNE BABCOCK 


According to the Constitution of the National Aux- 
iliary the first Vice-President is automatically Chair- 
man of organization, the three other Vice-Presidents 
being organizers for their section of the country. 
Mrs. Southgate Leigh of Virginia, therefore holds 
this Chairmanship, and the Eastern District is her 
particular responsibility. At her request a series of 
four articles is being prepared by her committee in 
order that each district may be cognizant of the 
progress of its own state as well as those of the 
other three sections. The individual state journals 
have been generous in extreme in the space they 
have allowed their auxiliaries and.this additional 
courtesy of reporting the auxiliary situation in other 
states is deeply appreciated, for there is a growing 
desire to know “what others are doing”. 

New Hampshire stands alone as the only New 
England state 100% organized and codperating with 
the National Organization. Last year the state aux- 
iliary had misgivings as to its necessity and useful- 
ness but an urgent request from the medical so- 
ciety that the women remain organized, dispelled 
all doubts. During the year following, Mrs. Hub- 
bard, wife of the State President, visited every coun- 


- *This article will be followed by the three others. 


ty. This encouraged and stimulated the growth of 
unit auxiliaries. 3 

The New Jersey Auxiliary made pilgrimages to 
state institutions, set apart one meeting when the 
mothers of physicians were entertained, and spon- 
sored various health meetings. The Essex County 
Auxiliary, assisted by the physicians, succeeded in 
establishing a course of health talks, in codpera- 
tion with the Y. W. C. A. of Newark, emphasizing 
especially prenatal care and information which would 
aid the mothers of babies and young children. Last 
year Mrs. James Hunter, Jr., New Jersey’s State Pres- 
ident, visited every county as did Mrs. Walter Jack- 
son Freeman in Pennsylvania, during her Presidency. 
One cannot help drawing the conclusion that personal 
contacts are necessary for county development and 
success. 

Virginia is active in spots. The doctors encourage 
the auxiliaries as they believe that through them 
education with regard to the menace of state medi- 
cine can be spread. 

Ohio for several years has been sending representa- 
tives from a few organized counties to the National 
meetings but as yet there is no state organization. 
As our friend and adviser, Dr. Upham, lives in Ohio, 
it is felt that he will advise the National Auxiliary 
when the auspicious time arrives for the establish- 
ment of a State Auxiliary. 

The District of Columbia seems so completely di- 
verted with Washington affairs that the auxiliary 
which so capably cared for the A. M. A. meetings 
some years back seems to have gone into retirement. 

Delaware in a _ breathless, better-late-than-never 
manner, has completely caught up and is most inter- 
ested and active and has entered upon serious work 
by assisting the men of the profession in establish- 
ing a medical library in Wilmington. They will co- 
6perate with Philadelphia at the time of the A. M. A. 
meeting and the eastern section will introduce them 
with pride to the National Organization. West Vir- 
ginia is up and doing and you may expect still better 
things from that State this year. 

Maine, Massachusetts, Rhode Island, Vermont and 
Maryland have reported the interest of individuals 
but no organized effort. Queries from different local- 
ities in New York as to why there is no auxiliary 
have been answered with the statement that several 
years ago the House of Delegates voted unanimously 
in favor of the auxiliary and authorized its organ- 


ization. The same year Connecticut voted favorably . 


but no definite steps have been taken. | 
Pennsylvania has surely disccvered the rhythm in 
which its auxiliary work is best done, for concrete 
accomplishments have been turned out regularly, 
year by year. Of the three thousand dollars contrib- 
uted last year to the Medical Benevolence Fund more 
than two-thirds was contributed by the Auxiliary. 
A definite trend toward educational meetings is felt 
all over the state and socially it is hoped that the 
carefully formed Philadelphia plans for the next 
meeting will bring honor and glory to the Keystone 
State. Not only are the adult members of the aux- 
iliary meeting but a group of the most charming 
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and good-looking daughters of doctors are working 
together in order that they may know each other 
and work in unison for the comfort and pleasure of 
the A. M. A. guests when they come to Philadelphia 
in May. Verily, who can question the wisdom of the 
auxiliary, when it brings about so much willing work 
in behalf of the medical men of the country? 


THE MENACE OF BOTULISM 


Reports published from Grafton, North Dakota, are 
to the effect that nine residents have died from al- 
leged botulism believed to be caused by the inges- 
tion of canned peas. Three more persons are ex- 
pected to die. These twelve people all partook of 
preserved peas as an ingredient of a salad. 

The symptoms preceding death were dizziness, 
numbness and “paralysis of the throat”. 

Several years ago much was written on the sub- 
ject of botulism caused by the use of canned vegeta- 
bles. The possibilities of these forms of food poi- 
soning should not be forgotten. 


MORTALITY RATES 


Telegraphic returns from 81 cities with a total 
population of thirty-six million for the week ending 
January 24, indicate a mortality rate of 14.5 as 
against a rate of 12.7 for the corresponding week of 
last year. The highest rate (20.7) appears for New 
Orleans, La., and the lowest (8.1) for Akron, Ohio. 
The highest infant mortality rate (21.2) appears for 
Memphis, Tenn., and the lowest for Portland, Oregon, 
which reported no infant mortality. 

The annual rate for 81 cities is 14.0 for the four 
weeks in 1931, as against a rate of 12.9 for the 
corresponding week of 1930. 


PREVENTION OF THE SPREAD OF CONTAGIOUS 
AND INFECTIOUS DISEASES IN INTERSTATE 
COMMERCE 


Surgeon General H. S. Cumming in a recent re- 
port, points out that during the past year demonstra- 
tion projects in rural sanitation were carried on in 


202 counties in 24 States. As the rural population in] 


general is either not aware of the advantages to be 
gained through the application of public health meas- 
ures, or is unable to provide the necessary funds, 
outside stimulus and assistance are essential in order 
to secure the establishment of adequate and properly 
organized local health service. While rural health 
work is applicable to communities in the United 
States, comprising about 60 per cent. of our total pop- 
ulation, only about 24 per cent. of the rural popula- 
tion is so provided. Among the remainder there is 
a sacrifice each year of the health and lives and 
material resources of many people, a sacrifice which 
is needless because preventable, and preventable by 
measures readily within our means. It is the opinion 
of the Public Health Service and of the State health 
authorities, as well as of outstanding leaders in the 
field of public health in our principal educational in- 
stitutions and elsewhere, that the development of 


efficient wholetime local health organizations through 
which ali necessary public health activities may be 
conducted in proper sequence and in proper relation 
one to the other, is the program which will yield a 
far greater return on the dollar invested, in lives 
saved, and sickness prevented, among all age groups 
of both sexes, than any program limited to special 
diseases or particular elements of the population that 
has ever been tried out or suggested. 

In connection with the prevention of interstate 
spread of disease, 81 per cent. of the 2526 sources of 
drinking water supply used on interstate trains have 
been brought under sanitary supervision and control, 
as have 78 per cent. of the 282 sources used on inter- 
state vessels. At the present time, it is believed that 
all supplies used by interstate carriers are reason- 
ably safe and well under control. 

The control of shellfish sanitation has been main- 
tained under the system which proved satisfactory in 
previous years. Through the codperative efforts of 
the Public Health Service, the effectiveness of control 
measures exercised by the States themselves is grad- 
ually increasing and the difficulties which were en- 
countered at the beginning of the work are con- 
stantly diminishing. 

Supervision of sanitation in the National Parks has 
been continued at the request of the National Park 
Service. Plans and specifications for sewerage sys- 
tems, disposal plants, and water supply systems have 
been worked out in numerous parks. 

Owing to the constant threat of the spread of 

bubonic plague from the plague-infected ground squir- 
rels in California, field activities directed against 
these rodents have continued as for years past. The 
work is not conducted on a sufficient scale to eradi- 
cate the infection among squirrels, but it is of value 
in affording information as to the extent to which 
the infection exists in various localities and in pre- 
venting its spread to the rat population of the cities, 
thus averting the necessity of the imposition of quar- 
antine measures by foreign countries. Assistance has 
also been given to city health authorities of Califor- 
nia in examining rats in order to insure that plague 
does not exist among them. 
_ Trachoma activities have been conducted as for- 
merly through small hospitals provided by the State 
and local health authorities at Rolla, Missouri, Knox- 
ville, Tennessee and Richmond, Kentucky. 


— 


CORRESPONDENCE 


THE COOPERATION OF DRUGGISTS IN DEALING 
WITH VENEREAL DISEASES 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 


February 4, 1931. 
Editor, New England Journal of Medicine, 

In the New England Journal of Medicine for July 
24, 1930, there was reported by this Department an 
account of the unusual success which the Department 
had had in securing the coéperation of a considerable 
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group of druggists in the State in the control of gon- 
orrhea and syphilis. 

At that time it was reported that the Massachu- 
setts Pharmaceutical Association at its annual meet- 
ing in January, 1930, had resolved to coéperate with 
this Department “in its efforts to have gonorrhea 
and syphilis properly and thoroughly treated” and 
“deprecates the sale or advertisement of preparations 
designed primarily for the treatment of gonorrhea 
or syphilis, except on the prescription of a licensed 
physician”. It was further reported that 190 drug- 
gists in 62 communities had voluntarily requested 
supplies of the Department’s literature for patients 
for distribution to persons who sought their advice. 
These pamphlets definitely state that “the druggist 
knows nothing about the treatment of gonorrhea or 
syphilis”. 

Recently the 2000 druggists in the State were ac- 
quainted with the results of our first attempt at 
securing their codperation, with the result that we 
now have received requests for this same literature 
from 420 druggists in 94 communities (or 21% of 
all the druggists in the State). Some 20,000 pieces of 
literature are in the hands of these druggists for dis- 
tribution. In view of the fact that none of this ma- 
terial was sent to druggists except as they requested 
it, we feel that their expressed willingness to codéper- 
ate is sincere. At the present moment the druggists 
are a little ahead of the physicians from the point of 
view of coéperation, since only 1100, or about 18%, of 
the physicians in the State are reporting their cases 
to this Department. 


Yours truly, 


GerorGE H. BicELow, M.D., 
Commissioner of Public Health. 


THE SOUTHBRIDGE DISTRICT MEDICAL 
SOCIETY 


January 31, 1931. 
The New England Journal of Medicine, 
165 Newbury Street, 
Boston, Massachusetts. 


Gentlemen: 


This is to inform you that on January 7 the physi- 
cians of Southbridge formed a permanent organiza- 
tion tc be known as the Southbridge District Medi- 
cal Society, and the following officers were elected: 

Dr. Joseph Page, President. 

Dr. George Webster, Vice President. 

Dr. T. L. Story, Secretary-Treasurer. 


It is the purpose of this society to hold meetings 
monthiy except during the summer. Each meeting 
will be featured by a paper prepared either by a 
member or an invited guest. The society has been 
organized to work in coéperation with the Harrington 
Memorial Hospital, which will be ready for occu- 
pancy some time this fall. 


Very truly yours, 
T. L. Story, M.D. 


RECENT DEATHS 


DANIELS—Dr. Ora Georce DANteLs, for 20 years: 
senior resident physician at the Massachusetts Hos- 
pital School at Canton, died suddenly of pneumonia 
at the school, February 3, 1931, at the age of 53. 

Dr. Daniels was a native of Methuen, the son of 
Mr. and Mrs. George S. Daniels. In 1900 he received 
an A.B. at Tufts College and the following year Gal- 
laudet College, Washington, D. C., conferred an A.M. 
upon him. After serving as an instructor at Gallau- 
det he took up the study of medicine and was gradu- 
ated from Harvard Medical School in 1909. Then he 
was connected with the Boston Dispensary for a short 
time and, shortly after the organization of the Can- 
ton school for crippled children, was appointed as- 
sistant to the superintendent. There he spent the 
next twenty years, giving most efficient service to 
the unfortunates under his care. 

Dr. Daniels was a Fellow of the American Medical 
Association, the Massachusetts Medical Society; he 
was a Mason and a member of the Harvard Club of 
Boston. 

He is survived by his widow, who was Miss Elsa 
Schuschke of Dedham, and by one son. 


LOFTUS—Dr. JoHN THOMAS LoFTus, a Fellow of 
the Massachusetts Medical Society, died at his home 
in Worcester, February 4, 1931, aged 64. 

Dr. Loftus was born in England, came to this coun- 
try at the age of 18 and was graduated from the 
Massachusetts College of Pharmacy in 1898. Taking 
up the study of Medicine he received his M.D. from 
Harvard Medical School in 1903. He had practised 
in Worcester for many years. 


HARRISON—Dr. HENRy Harrison, a fellow of the 
Massachusetts Medical Society, died at his home in 
Boston, of heart disease, January 3, 1931, aged 59. 


DOW—Dr. EpmuND Scotr Dow, who had prac- 
tised medicine in Allston since his graduation from 
Harvard Medical School in 1887, died at his home 
February 6, 1931, at the age of 69. 

Dr. Dow was born at Yarmouth, Maine, September 
14, 1861, the son of Charles Robinson and Lucy Ellen 
Skillen Dow. He lived in Brookline at the corner of 
Newton and Hammond streets during his youth and 
was graduated from the Brookline high school, go- 


ing to Harvard where he received the degree of _ 


A.B. in 1883. He was married to Mary Ellen Griggs 
in 1888 and had two children, William Griggs and 
Edmund Charles, the latter receiving a D.M.D. from 
Harvard in 1918 and now practising dentistry in 
Cambridge. Mrs. Dow died in 1895 and Dr. Dow 
married Gertrude Mae Coburn in 1905. She and the 
two sons survive him. 

Dr. Dow numbered among his memberships the 
American Medical Association, the Massachusetts 
Medical Society, the Boston Medical Library, the 
Cambridge Society for Medical Improvement, the 
Allston Neighborhood Club. He was a conscientious 
practitioner of medicine who will be much missed. 
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ABBOTT—The Journal records with sorrow the 
death of Dr. Cuartes Epwarp Assott at his home 
in Andover, January 25, 1931, at the age of 74, from 
broncho-pneumonia. 

A native of that town, the son of Edward and 
Sarah Barnard Abbott, he was born on February 22, 
1856. His education was at the Lawrence High 
School and at Phillips Andover Academy. He studied 
for a time in the Dartmouth Medical School in 1877 
and then went on to Harvard Medical School, where 
he received an M.D. in 1881. The next year he settled 
in practice in Andover and remained in that town 
for the remainder of his life. 

Dr. Abbott was a member of St. Matthew Lodge, 
A. F. & A. M., Anderson Lodge, I. O. O. F., and Presi- 
dent Emeritus of the Andover Historical Society, 
for which he had written many papers. 

He married Frances Whipple, June 4, 1884. 

Dr. Abbott was a Fellow of the American Medical 
Association and of the Massachusetts Medical Society. 

He was a typical family physician in whose judg- 
ment patients found a tower of strength in time 
of trouble. 

His especial pride was concentrated in his success 
as an obstetrician. 

His interest in civic affairs led to his selection 
on various boards and committees, culminating in 
his election to the legislature a few years before 
he became incapacitated. - 


OBITUARY 


RESOLUTIONS OF THE SENIOR STAFF OF THE 
BOSTON CITY HOSPITAL IN APPRECIATION 
OF PIERCE JAMES DUNPHY 


Pierce James Dunphy was born at Worcester on 
April 18, 1891, the son of John J., and Bridget 
Dunphy. After his preparatory education, he en- 
tered Holy Cross College from which he was gradu- 
ated with honor in 1914. In 1918 he received the 
degree of Doctor of Medicine, Cum Laude, from the 
Tufts Medical School. During the period of his 
medical education he had served in the United 
States Navy during the World War and had risen 
to the rank of Lieutenant Commander. After his 
service as house officer on the gynecological and ob- 
stetrical service of the Boston City Hospital, he 
entered the practice of obstetrics and gynecology in 
Boston and became Visiting Obstetrician at St. 
Elizabeth’s Hospital and Junior Visiting Surgeon for 
Gynecology and Obstetrics at the Boston City Hos- 
pital. He was an assistant in gynecology at the 
Harvard Medical School. He had formerly served 
as Instructor at Boston University and Visiting 
Obstetrician for the Massachusetts Homeopathic 
Hospital. 

Doctor Dunphy’s untimely death from acute pneu- 
monic infection on January 5, 1931, was a sudden 
and severe blow to his colleagues on the Gynecologi- 
cal and Obstetrical Staff. A young man of great 
promise on the threshold of his career, he had an 
unusual prospect of success and achievement in life. 
His alert and animated personality and his delight- 


ful sense of humor endeared him to all with whom 
he came in contact, and his death brings a keen 
sense of personal loss to his many associates and 
friends. 
P. F. Butter, Secretary, Senior Staff. 
February 5, 1931. 


NOTICES 


RADIO MESSAGES 
Courtesy WBZA 
SPONSORED BY THE STATE DEPARTMENT OF 
PusBLic HEALTH 
Every Wednesday at 5.20 P. M. 
Program ending February 25, 1931. 
February 18—“Age and Cancer”, Dr. Shields War- 
ren. 
February 25—“The Laboratory in Medicine and 
Surgery”, Dr. William A. Hinton. 


The Department of Public Health will tell the radio 
audience about its various activities every Friday— 
12:30 to 12:40 P. M. 


of 


“Health Forum” 
Directed by the State Department of Public 
Health. Courtesy WEEI every Friday at 4:50 P. M. 
Queries and Answers will be broadcast. oH 


‘Questions on health and prevention of disease 
may be sent to:—“Forum”, State Department of 
Public Health, State House, Boston, Mass. 


WANTED—A BLOOD PRESSURE MACHINE 


The Boston Tuberculosis Association conducts a 
Placement Clinic where consumptive patients who 
are referred to it for work can be examined. 

It-has on hand a very ancient blood pressure ma- 
chine. The physician who is conducting the exam- 
inations at present finds this apparatus quite unsat- 
isfactory and needs a new one. There is very little 
money in the budget for this committee. If some 
doctor has a blood pressure machine which he will 
give to the Association his assistance will be appre- 
ciated. 


REPORTS AND NOTICES OF 
MEETINGS 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The 89th semi-annual meeting of the Essex North 
District Medical Society was held at the Congrega- 
tional Church vestry, Groveland, on January 7, with 
an attendance of 71. A chicken pie dinner was served 
by the Missionary Society of the church. 

After the completion of the business, the literary 
exercises were taken up as defined below. 

The speakers of the day were then presented. Dr. 
F. W. Snow of Newburyport gave an address on “The 
History of Medicine at the Mouth of the Merrimack 
River.” Dr. Francis W. Anthony of Haverhill gave 
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an. address on “Medical Practice in Haverhill and 
Vicinity, based on 100 years’ records and 50 years’ 
recollection.” Dr. J. Forrest Burnham of Lawrence 
told “The Story of Essex North District in Lawrence, 
Methuen, Andover and North Andover, from 1841 to 
1930.” 

Informal remarks were made by Dr. Charles E. 
Durant of Haverhill, the oldest continuously active 
member of the society. He quoted some of the boasts 
of the old-timers—one who had had 3000 obstetric 
cases without death, infection or perineal laceration, 
—another who felt that veratrum veride was an 
unfailing cure for eclampsia. He recalled his first 
views of Drs. Sweetsir and I. J. Clarke with their 
three foot silk hats. He spoke also of Dr. Cogswell 
and Dr. L. J. Young and summed up his talk by urg- 
ing that the younger men coéperate with each other 
and warned against jealousy as a serious fault in the 
profession. 

Dr. Merrill of Lawrence moved that the secretary 
be authorized to spend whatever money wes neces- 
sary to preserve the papers of the day. The motion 
was seconded by Dr. Sweetsir and carried. 

The motion was made and seconded that a vote of 
thanks be given the speakers for research and 
splendid material. 

The meeting was adjourned. 

There was quite an elaborate exhibition of docu- 
ments, instruments and books, dating back, some of 
them to Pre-Revolutionary days. Among them were 
the original Censors’ certificate of Doctor Jeremiah 
Spofford and the Charter of the Society. 


HARVARD MEDICAL SOCIETY 


_ Dr. Harvey Cushing presided at the regular meet- 
ing of the Harvard Medical Society held at the Peter 
Bent Brigham Hospital on Tuesday, January the 
twenty-seventh. 

A fifty-year-old Jewish baker, who entered the 
hospital complaining of epigastric distress and per- 
sistent vomiting, was presented from the surgical 
service. In 1928 the patient entered the hospital 
with a history of gaseous eructation for a long peri- 
od ‘and epigastric pain for four weeks. The pain 
came on one to two hours after meals and was re- 
lieved by food, soda and vomiting. X-ray studies 
confirmed a diagnosis of duodenal ulcer and the pa- 
tient was discharged to his home, after two weeks 
on a Sippy diet. Four months later he was re- 
admitted and, after study, surgery was decided upon. 
The-ulcer was excised and a posterior gastroenteros- 
tomy was performed. 
~ Hight months ago there was a return of epigastric 
irritation and occasional vomiting. This increased 
in severity and the patient obtained relief by vomit- 
ing. Bight weeks ago he began to vomit most of his 
food and would aspirate over a quart of material 
from his stomach. X-ray studies showed an obstruc- 
tion at the site of the stoma. 

. At. operation the jejunum, at the opening through 
the transverse mesocolon, was found kinked over a 


branch of the left colic artery. The gastroenteros- 
tomy was undone and the old route reéstablished. 
The medical case was a 62-year-old Polish ma- 


chinist who entered the hospital complaining of, 
dyspnoea, vague pains across the chest and abdomin-.«* 


al.discomfort. Many years ago he had an injury to 
his chest resulting in a marked deformity on the 
left side. Two gastro-intestinal series done before 
he entered the hospital revealed a filling defect at 
the cardiac end of the stomach. His doctor advised 
entrance to the hospital with a possible diagnosis of 
malignancy. X-ray studies in the hospital revealed 
that the filfing defect disappeared on expiration. 
The case was presented as one of cardio-respiratory 
insufficiency due to the chest deformity. 

Dr. Esmond R. Long, Professor of Pathology, Uni- 
versity of Chicago, presented the paper of the 
evening. His subject was “High Points in the His- 
tory of Pathology.” The speaker divided pathology 
into four epochs. The first period closed with Mor- 
gagni and was characterized by the correlation of 
the lesions found at autopsy with the symptoms of 
the disease during life. This was followed by a 
period when there was a finer differentiation and a 


finer classification of anatomy. The third period he. 


called the period of cellular pathology and the fourth 
the present period in which attention is being 
focused on elements much smaller than cells. The 
work of the great men of each period was discussed 
and the contribution of each to the progress of 
pathology was set forth. 


GREATER BOSTON MEDICAL SOCIETY 


A meeting of the Greater Boston Medical Society 
was held at the Beth Israel Hospital on the evening 
of Tuesday, January 6, 1931. 

The meeting was opened by Dr. Philip E. Meltzer 
who introduced the speaker of the evening Dr. A. A. 
Berg of the Mount Sinai Hospital, New York City. 

The subject of the address was, “Recurrent Gas- 
tric and Duodenal Ulcers and Newly-formed Ulcers 
of the Stomach, Duodenum and Jejunum.” There is 
no way of knowing whether an old ulcer recurs or 
a new one forms at the original site. If at the 
original site, the assumption is that it is a recur- 
rence of the old ulcer. Recurrences are a part of 
the natural life cycle of the ulcer. There are four 
classes of patients. The first class consists of those 
whose ulcer is completely cured, either spontaneously 
or under medical treatment. 


x-ray findings disappear and the ulcer heals, only 
to break open again. Several cases were cited as 
examples of this class. The third class consists of 
cases in which there is a complete disappearance of 
symptoms and positive x-ray findings but the ulcer 
may be demonstrated to persist, may even cause 
fatal unexpected hemorrhage when the patient thinks 
himself cured. Most of these are on the lesser 
curvature of the stomach and it is suggested that 
there has been no real healing but that the niche 
has been obliterated by granulation and foreign ma- 
terial. 


The second class itm, 
composed of patients in whom all symptoms and” 
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The fourth class consists of patients in whom 
symptoms and x-ray findings remain despite all medi- 
cal measures. 

It is in the latter three groups that the surgeon is 
called upon for relief. By gastroenterostomy, pyloro- 
plasty, excision, cautery punch, and such operations 
the results have been: 50 per cent. cured, 15-20 per 
cent. improved, and 30 per cent. unimproved. Sta- 
tistical accuracy is obtained only by a prolonged 
follow-up period. Failure to cure by surgery is the 
result of new ulcer formation. 

A number of cases were reported and discussed 
with diagrams illustrating the various types of op- 
erations to which they had been subjected; and the 
resulting appearance of the stomach. All of these 
were treated by Dr. Berg with subtotal gastrectomy. 
In 600 cases so treated since 1922, there was a mor- 
tality of 6.8 per cent. in duodenal and 9.6 per cent. 
in gastric ulcers, and the percentage of recurrences 
was 1.5, as opposed to the 30 per cent. in those 
treated by less radical measures. 

Dr. Berg has become convinced that there are two 
important factors governing the development and 
recurrence of ulcers: gastritis and acidity. He 
quoted Poole in support of the statement that gas- 
tritis forms the soil on which ulcers develop. In- 
fection, possibly from a distant focus, converts a 
superficial gastritis into a chronic ulcer, but re- 
moval of the focus does not cure the ulcer. An- 
acidity must be produced before this result can be 
attained. Subtotal gastrectomy has not produced 
anacidity in all the cases of duodenal ulcer. Acid 
has remained in 17 per cent., and it has been from 
this group, that in the 6 year follow-up, has been 
found the 1.5 per cent. of recurrences. An attempt 
has been made to control this factor by dividing the 
right vagus nerve at the cardia at the time of op 
eration. In 17 patients so treated anacidity has per- 
sisted. This phase of the subject is still under in- 
vestigation. 


DISCUSSION 


Dr. D. F. Jones recognized the fact that recur- 
rences do exist after the less radical surgical meas- 
ures, but did not feel that this makes subtotal gas- 
trectomy imperative in all ulcers. Recurrence of 
symptoms was found in 20 per cent. of the cases at 
the Massachusetts General Hospital. Of these, only 
7 per cent. were found to be gastrojejunal. He 
agreed that subtotal gastrectomy would be advisable 
as the second operation. Since there are 78 per cent. 
of excellent results in lesser operations it would 
seem advisable to risk being among the 22 per cent. 
of failures rather than to run the risk of a 15 per 
cent. mortality which is to be expected from sub- 
total gastrectomy at the hands of the ordinary sur- 
geon. He pointed out the frequency of lung com- 
plicatiuns in gastric surgery. 

Dr. F. H. Lahey emphasized the importance of the 
medical management even of surgical cases. He 
definitely feels that not all ulcers are surgical. Pre- 
liminary medical treatment is indispensable in prep- 
aration for surgery, and the patient is not to be con- 
sidered cured merely by the performance of an op- 


eration. The problem is: How many gastrojejunal 
ulcers develop after gastroenterostomy when the pa- 
tient gets good postoperative management? He be- 
lieves that there is no one operation for ulcer. The 
surgeon must modify what he would like to do by 
what is possible on the living patient. 

Dr. Percy Davidson spoke of the importance of con- 
sidering the individual as a whole instead of as a pa- 
tient with an ulcer. He questions the rdéle of acid- 
ity, distrusts lessening of the x-ray defect as evidence 
of benignancy. 

Dr. B. B. Crohn agreed with Dr. Lahey that the 
u.cer is to be considered as primarily a medical prob- 
lem. He mentioned the fact that mortality in gastro- 
enterostomy approaches 10 per cent. He suggested 
that the failure of medical treatment at the Mount 
Sinai hospital was in large degree attributable to 
the type of patient treated there and the variety of 
foods he eats. He stated that he knows of: no case 
of gastrojejunal lesion which has been cured by 
medical treatment. 

Dr. Franklin White thought that subtotal gastrec- 
tomy might well be applied only to the class of “so- 
called” difficult cases. 

Dr. Berg closed the discussion by answering vari- 
ous questions asked by members of the Society. 

The meeting adjourned at 11 o’clock. 


THE ANNUAL MEETING OF THE MASSA- 
CHUSETTS CENTRAL HEALTH COUNCIL 


The Annual Meeting of the Massachusetts Central 
Health Council was held on January 30 at the Twen- 
tieth Century Club, Boston. Dr. LeRoy M. S. Miner, 
President of the Council, presided. 

Dr. Clarence L. Scamman, Chairman of the Spe- 
cial Committee on the White House Conference on 
Child Health and Protection, reported that arrange- 
ments had been made for a meeting of representa- 
tives of State-wide social, welfare and health organ- 
izations to be held at the Little Building on Feb- 
ruary 3. Dr. Scamman further reported conferences 
held with Dr. H. E. Barnard, Director of the White 
House Conference, and Dr. Martha van Rensselaer, 
Assistant Director, who helped in outlining a definite 
plan of organization for carrying into effect in Mas- 
sachusetts the findings and recommendations of the 
four general divisions of the White House Confer- 
ence. These divisions are as follows: 

Section I—Medical Service. 

Section II—Public Health Service and Adminis- 
tration. 

Section III—Education and Training. 

Section I[V—The Handicapped. 


Mrs. Leslie B. Cutler, Chairman of the Board of 
Health of Needham and Chairman of the Public 
Health Committee of the Massachusetts Civic 
League, spoke of opportunities for advancement in 
the health field in 1931. Mrs. Cutler suggested the 
organization of a State-wide Council to consider 
health education and a unified program of welfare 
work for children. She also suggested the organiza- 
tion of a group on the basis of State, Town and 
County Department to codrdinate the work of ex- 
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isting agencies and prevent overlapping. Mrs. Cut- 
ler said in part: 

“There is a great deal of duplication but at the 
same time a great many gaps in the programs of 
- health and welfare organizations. Realizing this in 
my own town, as Chairman of the Board of Health 
I organized a Needham Health League which has 
proven quite successful. Representatives of official 
and voluntary health, educational and welfare or- 
ganizations were invited to sit in at a Round Table 
Conference. An opportunity was given those pres- 
ent to tell of the work of their organizations. In 
this way, we recognized the activities that were 
being duplicated and those needed things which were 
being left undone. By assigning the neglected tasks 
to the proper organizations we now have a health 
and welfare program with comparatively few gaps 
in it. 

“In connection with my second point it seems to 
me that there is need of a coérdinating agency in 
each county to bring together the forces of health, 
education and welfare. The county is a potent 
political force, the county builds roads, runs hos- 
pitals, agricultural schools and jails—why not the 
county as a health, educational and welfare centre? 

“As for legislation—health, educational and child 


welfare measures are just as important as public} 


utility measures, taxation and kindred matters of 
legislation only they are something out of the ken 
of the political patroons. Health and welfare Bills 
are not put through because there is a lack of knowl- 
edge about such legislation and no unified lobbying 
for them—only against them.” © 

Dr. George H. Bigelow, State Commissioner of 
Public Health, spoke on pending legislation before 
the General Court. He referred to Senate Bill 69 


which would make it necessary for cities and towns |’ 


of 10,000 population and over to employ local health 
officers and agents who had been licensed by the 
State Department of Public Health. 

House Bill 83 would provide for State care for 
persons suffering from rheumatism. Dr. Bigelow in 
referring to this Bill said in part, “This Bill is based 
on a study of two years directed by Dr. Lombard. 
We find that while heart disease is the most killing, 
rheumatism is the most crippling disease. The eco- 
nomic significance of the disease is not always told 
by the death rate. No one has the temerity to say 
how much can be cured or prevented but the earlier 
the case is brought under adequate treatment the 
greater hope of complete cure and prevention of fur- 
ther damage. We would hope, under this Bill, to 
provide a two hundred bed hospital where patients 
might have a few weeks’ intensive study and then 
be returned to their own physicians or local clinics. 
It would also provide clinic service such as we have 
for the treatment of cancer for those suffering from 
rheumatism.” 

Dr. Woodward’s Bill requiring private schools to 
insist upon the vaccination of children before admis- 
sion was endorsed by Dr. Bigelow. 

Similarly House Bill 476, which would permit 
County Commissioners on request of local Boards 
of Health to furnish diagnosticians for local tuber- 


culosis clinics, was advocated by the Commissioner. 
House Bill 81 would require pasteurization or the 
furnishing of milk from non-tubercular cows in all 


communities over 5,000. This Bill has been intro- ~~, 
duced each year for a number of years at the re.“ 


quest of the Department of Public Health. 

Dr. Bigelow urged the support of the members of 
the Massachusetts Central Health Council in further- 
ing this proposed legislation. 

Mr. Theodore Lothrop, Secretary of the Massachu- 
setts Society for the Prevention of Cruelty to Chil- 
dren and Chairman of the Special Committee of the 
Commonwealth to investigate laws relative to de- 
pendent, delinquent and neglected children, described 
the studies and findings of the Commission. Sixty 
Bills have been introduced at this session cf the 
Legislature to carry into effect the recommendations 
of the Commission. 

Professor Curtis M. Hilliard, Chairman of the Nom- 
inating Committee, presented the names of the pres- 
ent Officers who were reélected for the year 1931. 
These Officers are: 

President—Dr. LeRoy M. S. Miner, Dean of Har- 
vard Dental School. 

Vice-President—Dr. Clarence L. Scamman, Deputy 
State Commissioner of Public Health. 

Secretary-Treasurer— Frank Kiernan, Executive 
Secretary, Massachusetts Tuberculosis League. 

Auditor—Dr. Harrie W. Peirce, Massachusetts 
Veterinary Association. 


The report of the Treasurer showed receipt of 
$771.96 and disbursements of $672.10 leaving a bal- 
ance of $99.86. The report of the Treasurer was ap- 
proved by the Auditor, Dr. Harrie W. Peirce. 

The Council voted to endorse the legislation re- 
ferred to by Dr. Bigelow. 


HAMPDEN DISTRICT MEDICAL SOCIETY 


The regular Winter meeting of the Society was 
held in the Springfield Academy of Medicine, 20 Ma- 
ple Street, Springfield, on Tuesday, January 27, at 
4.15 P. M. 

Dr. John Lovett Morse of Boston presented “Some 
of the Vagaries of Pediatricians.” This paper dealt 
with the increased number of fads in pediatrics. He 
was especially critical of the overpopularity of vita- 
mins, thymic disorders and inflexible methods of 
baby feeding. The paper was well received and an 
interesting discussion followed. 

Supper was served at 6 P. M. at the expense of 
Society. 


THE RISING COSTS OF MEDICAL CARE 


At a meeting under the auspices of the Boston 
Health League, Thursday afternoon, February 5, Dr. 
Channing Frothingham addressed the members and 
invited guests on “The Rising Costs of Medical Care.” 
Dr. Frothingham represents the Committee on the 
Costs of Medical Care in its publicity program and 
has arranged for several lectures under this title 
for different localities. He showed in a very graphic 
way the necessary increase in the expense of ill- 
ness because of the multiplication of diagnostic pro- 
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cedures which are necessary to meet the difficulties 
of the present time and explained in detail the ne- 
cessity of increased expenditures by reason of the 
higher cost of nursing and hospital care in addition 
to the reasonable fees of the medical practitioner. 
He defined the extent of the unnecessary cost 
brought about by the employment of incompetent 
practitioners and the use of groups and specialists 
in uncomplicated cases. 

He felt that well-educated general practitioners 
could be relied upon for the care of most of the ordi- 
nary diseases but incidentally explained that a cer- 
tain proportion of physicians are not sufficiently 
well-educated and do not have the adequate office 
equipment to diagnose and treat the more serious 
conditions. He emphasized particularly the fact that 
the cultists are not able through their manipulations 
or limited methods to deal with organic diseases, al- 
though it must be recognized that many of the func- 
tional disorders will spontaneously recover under 
the care of one who does not introduce harmful meth- 
ods of treatment. The benefits of the Massachusetts 
law which provides that all who attempt to treat 
the sick must show evidence of an ordinary work- 
ing knowledge of medicine were set forth. 

The address was made especially interesting by 
illustrations emphasizing the points brought out and 
a clear exposition of the necessary increase in costs 
of medical care. 

The audience showed great interest in the sub- 
ject and apparently became better acquainted with 
the problems which are before the people with re- 
spect to the economic complications incident to ill- 
ness. 

Dr. Frothingham was followed by Dr. Richard M. 
Smith and Dr. Walter P. Bowers, both members of the 
Committee on the Costs of Medical Care, who ex- 
plained the difficulties of determining the answers to 
the questions now before the people and the medical 
profession. 

The meeting was presided over by .Dr. John W. 
Bartol, who added very much to the interest of the 
occasion by his introductory and explanatory re- 
marks. 


THE ORGANIZATION MEETING OF THE WHITE 
HOUSE CONFERENCE COMMITTEE 


Thirty-five associations were represented at the or- 
ganization meeting of the Massachusetts White 
House Conference Committee on Child Health and 
Protection held at the Little Building, Boston, on 
February 3, 1931. Dr. Clarence L. Scamman, Deputy 
Commissioner of Public Health and Chairman of the 
Special Committee of the Massachusetts Central 
Health Council, presided. 

Dr. Scamman pointed out that unless the several 
States of the Union take definite action for utilizing 
the findings of the White House Conference, the un- 
dertaking will fail to measure up to the purpose 
President Hoover had in mind when he inaugurated 
the project. He stated that the authorities of the 
White House Conference are leaving to each of the 
States the problem of working out a plan for making 


available the findings and recommendations of the 
Conference to the people. 

Dr. Richard M. Smith advocated the organization 
of a Massachusetts Committee of the White House 
Conference on Child Health and Protection under the 
auspices of the Central Health Council. This sug- 
gestion received support from the group and it was 
voted that the Committee be formed to function un- 
der the auspices of the Council. 

It was further voted that the Committee should 
consider the establishment of headquarters with a 
Secretary and the following governing group: Hon- 
orary Chairman, Chairman, Vice-Chairman, Secre- 
tary and Treasurer. Sub-Chairman will be in charge 
of the Sections on Medical Service, Public Health 
Service and Administration, Education and Training 
and Handicapped Children. 

A Nominating Committee was appointed with 
power to appoint suitable persons for these posi- 
tions. 

It was understood that the Honorary Chairman to 
be invited will be Governor Joseph B. Ely. 

Frank Kiernan, Executive Secretary of the Mas- © 
sachusetts Tuberculosis League. acted as Secretary 
of the Meeting. 

There were present: Dr. Clarence L. Scamman, 
Chairman, Dr. LeRoy M. S. Miner, President, Mas- 
sachusetts Central Health Council, Dr. George H. 
Bigelow, State Commissioner of Public Health, Mrs. 
George Hoague, President, Massachusetts Parent- 
Teachers Association, Alfred F. Whitman, Director, 
Children’s Aid Association, Dr. Richard M. Smith, 
Mrs. Roland M. Baker, Massachusetts League of 
Women Voters, Mrs. Parker B. Field, Director, Chil- 
dren’s Mission to Children, Mrs. Theodore A. Loth- 
rop, Secretary, Massachusetts Society for the Pre- 
vention of Cruelty to Children, Professor J. H. 
Frandsen, Department of Dairy Industry of M. A. C., 
Mr. Roy M. Cushman, Director of the Boston Coun- 
cil of Social Agencies, Mr. J. C. Cort, State Depart- 
ment of Agriculture, Mrs. Annette T. Herr, State 
Home Demonstration Leader, M. A. C., Mrs. Scig- 
liano, Catholic Charitable Bureau, Mr. Arthur B. 
Lord, Director of Special Schools and Classes, State 
Department of Education, Miss Marjorie L. Foster, 
N. E. Dairy and Food Council, Dr. M. Luise Diez, 
Director, State Division of Child Hygiene, Miss 
Frances Kling, Boston Y. M. H. A., Dr. Winfred 
Overholser, Mr. Richard K. Conant, State Commis- 
sioner of Public Welfare, Mr. G. L. Listman, Y. M. 
C. A., Mrs. John R. McPeake, Vice-Chairman, Public 
Health Committee of the State Federation of Wom- 
en’s Clubs, Miss Ida M. Lewis, President, Health 
Education Council, Miss Bessie L. Barnes, Massa- 
chusetts Teachers’ Federation, Mrs. E. Lawrence 
Shaw, Girl Scouts, Mrs. Alfred J. Rowan, Camp Fire 
Girls, Professor Curtis M. Hilliard, Simmons Col- 
lege, Mrs. Harold A. Marvin, Massachusetts Organ- 
ization of Public Health Nursing, Miss Jean V. 
Latimer, Massachusetts Tuberculosis League, Miss 
Bertha W. Allen, R.N., President Massachusetts 
State Nurses’ Association, Dr. Henry Jackson, New 
England Heart Association, Miss Elizabeth Wheeler, 


| 

| 

} 

| 
| | 

| 

. 
| 


348 


EDITORIAL DEPARTMENT 


N. E. J. of M. 
February 12, 1931 


Chairman, N. E. District of the American Associa- 
tion of Hospital Social Workers, Dr. Arthur B. Em- 
mons, 2nd, Director of the Boston Chapter of the 
American Red Cross, Mrs. Dorothy W. Miller, Mas- 
sachusetts Society for Social Hygiene and Mr. 
Frank Kiernan, Executive Secretary of the Massa- 
chusetts Tuberculosis League. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 


The next regular meeting of the Society will be 
held at the Square and Compass Club, 448 Beacon 
Street, Boston, on Wednesday, February 18, 1931 at 
8 P. M. 

Subject; Electrotherapy in Gynaecology. 


1. Diathermy in Gynaecology, DeWitt G. Wilcox, | gen 


M.D. Discussed by William G. Curtis, M.D. 

2. Conization of Cervix Uteri by High Frequency 
Currents, Benedict F. Boland, M.D. Discussed by 
Edward H. Trowbridge, M.D. 

All who can should avail themselves of the dinner 
preceding the meeting—6:30 P. M. at the Square and 
Compass Club. “Civilized man cannot live without 
cooks”—and sociability. 

The President feels very strongly that we should 
adjourn our meetings promptly at 10:15 P. M. To 
do this we must begin promptly at 8 o’clock. 

ARTHUR H. Rina, Secretary. 


NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


‘The regular clinico-pathological conference of the 
New England Hospital for Women and Children will 
be held at the hospital, Dimock Street, Roxbury, on 
Thursday, February 19, at 8 P. M. with the follow- 
ing program: 1. Report of deaths for the month of 
January, by the resident physician. 2. Autopsy find- 
ings for the month of January, by Dr. Olga C. Leary. 
3. Antra disease in children, by Dr. Margaret Noyes 
Kleinert. 4. Study of the obstetrical service for 
November, December, and January, by Dr. Marjorie 
Woodman. 

ALice H. BicELow, M.D., Secretary. 


BOSTON MEDICAL HISTORY CLUB 


Sprague Hall, 8 The Fenway, Monday, February 16, 
at 8:15 P. M. 

“Methods in the Teaching of Medical History”— 
Dr. C. F. Painter. 

“The Story of Paracelsus”—Dr. F. B. Lund. 

“The Key to Unknown Knowledge”—James F. Bal- 
lard. 

JaMEs Secretary. 


NEW ENGLAND PEDIATRIC SOCIETY 


The next meeting of the New England Pediatric 
Society will be held in Boston, on Friday, February 
27, 1931. 

= details of the meeting will be sent later. 

GERALD HOEFFEL, M.D., Secretary. 
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Cases.and Indications for Interference.’’ Boston Lying-in 
Hospital, P. 

March Arthur Allen. Subject to be an- 
with diseases). Hotel Ken- 
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NK S. CRUICKSHANK, Secretary. 


Norfolk South District Medical Society 
Meetings fc for the ensuing year are as follows: 
March 2, 


All meeti a begin at 12 noon. merioes wil will be held 
at the Norf County Hospital, South B 
The censors will re on May 7 at 11:30 A. M. at the 
Norfolk County Hospital, South Braintree. 
NATHAN R, PILLSBURY, Secretary. 


Suffolk District Medical Society 


29—Combined meetings with the Bos 
These ery be held as 
See 95, February 
March 26—Clinical Israel Hospital. 
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President, Suffolk’ District Medical Soclety. 


February 28-April 
ton Medical Libra 
specified wing 


HILBERT F. DAY, M.D., 
Boston Medical Library. 


BOOK REVIEWS 


“Mental Aspects of Stammering.” By C. S. BLUEMEL, 
M.D... ‘Published by Williams and Wilkins Co. Price 
$2.50: 


This volume is designed to assist parents and teach- 
ers and the older victims of this disorder to carry 
out educational procedures. _ 

The author does not bother with elaborate neurolog- 
ical evidence although he is a neurologist. Nor does 
he discuss psychiatric explanations in any formal 
way. His platform is as follows: 

“The volume of the work, then, must fall to the 
educator, and it is logical that it should, for speech 
correction is a matter of mental training. The schools 
are strategically situated to deal with the problem 
of stammering. They can discover the impediment 
when it begins, or at the very latest, when the child 
enters school, and they can apply remedial measures 
before the mental disturbance becomes ingrained in 
the child’s psychology. Further, the school is in a 
position to know when the child is cured, and it can 
require that speech training be continued till this 
end is achieved. 

“The privilege and responsibility of speech cor- 
rection, then, lie with the schools, and it is to be de- 
voutly hoped that educators will give to the problem 
the earnest consideration that it deserves.” — 


No adequate judgment is possible without an ap- 
praisal of results. After a fairly adequate study, the ° 
reviewer found no statement in the book as to end 
results. 


Intestinal Tuberculosis, Its Importance, Diagnosis 
and Treatment. By LAWRASON Brown, M.D., Con- 
sultant, and Homer L. SAmpson, Roentgenographer, ! 
The Trudeau Sanatorium, Saranac Lake, New York. 
Second Edition, Thoroughly revised. Illustrated. 
Lea & Febiger. Philadelphia. 1930. Price $4.75. 


The Publishers’ announcement of this Second Edi- 
tion contains a quotation from this Journal’s review 
of the First Edition: “. . . A study of this volume 
should make a radical change in the attitude of all 
of us who have hitherto looked upon intestinal tu- 
berculosis as not only most distressing but a fatal 
complication of phthisis.” The present volume is to 
be welcomed, not only for its additional evidence but 
also for its service in again calling attention to its 
original teachings. In brief outline, the conclusions 
are as follows: 1. That intestinal tuberculosis is a 
far more frequent complication of pulmonary tuber- 
culosis than was formerly believed. 2. That, in pa- 
tients who are known to have pulmonary tuberculosis, 
the presence of intestinal tuberculosis as a compli- 
cation may be recognized with a considerable degree 
of certainty, particularly by means of the Roentgen- 
ray evidence of hypermotility of the cecum and as- 
cending colon with spastic filling defects. 3. That 
with appropriate treatment it is frequently possible 
to secure improvement or even arrest of the intes- 
tinal disease,—heliotherapy supplemented by general, 
dietetic and medicinal treatment seeniing to be the 

most favorable influence. Thus, as the result of the 
painstaking work of these Authors, it is apparent 
that the modern treatment of pulmonary tuberculosis 
should include observation for the detection of sec- 
ondary intestinal involvement, and appropriate meas- 
ures against this complication if it appears. No one. 
who assumes responsibility for treatment of tuber- 
culosis should fail to familiarize himself with the 
contents of this book. 


Text-Book for Nurses. By E. W. H. Groves, M.D., 
B.Sc., M.S., F.R.C.S.; and the late J. M. ForTescue- 
BRICKDALE, M.A., M.D. (Oxon.), M.R.C.P. (Lond.). 

- Oxford University Press; Humphrey Milford. 1930. 


- Since its first publication in 1912, this standard 
English Text-Book for Nurses has undergone fifteen 
impressions, which are evidence of the. popularity 
and success, which it has attained in the British 
Empire. It is intended as a compendium for training 
schools, including all the material necessary for a. 
nurse’s education. It does not, however, include a 
description of the ordinary technical details of nurs- 
ing handicraft. In this fourth edition the special 


| 
schools not on accepted list who have been in proetios 
her with five 
n good stand- 
to Dr. P. P 
weeks prio 
| 
| 


350 


EDITORIAL DEPARTMENT | 


N. E. J. of M. 
February 12, 1931 


chapter on War Surgery has been omitted; but its 
more important parts have been distributed else- 
where in the book. The Medical Section has been re- 
vised by J. A. Nixon, C.M.G., M.D. (Cantab.), F.R.C.P. 
(Lond.), and many alterations and additions have 
been made in it, embodying in particular the most 
recent work on specific infectious diseases and acute 
and chronic infections of the nervous system. The 
work is illustrated with 229 admirable text figures 
and should continue to prove of standard value as 
a complete text-book for nurses. 


A Synopsis of Medicine. By Henry LetHesy TIDY. 
Fifth Edition, Revised and Enlarged. New York: 
William Wood and Company, 1930. Price $6.00. 


When the first edition of this book appeared it 
evoked a widespread response. The-‘rapid reprint- 
ings and frequent editions attest to the sustained 
popularity of this work. This fifth edition is a gen- 
uine effort to add and alter in accordance with the 
advances in medicine. 

“New articles have been added on infections with 
B. abortus, tularaemia, South American trypanoso- 
miasis, American derma leishmaniasis, yaws, rat-bite 
fever, mild smallpox, postvaccinal encephalitis, ery- 
thema nodosum, Rocky mountain fever, Tsutsugamushi 
fever, oroya fever and verruga peruana, psittacosis, 
dysphagia associated with anaemia, chronic duodenal 
ileus, epidemic pleurisy, acute haemorrhagic neph- 
ritis, sickle-cell anaemia, agranulocytosis, bundle- 
branch block, coronary thrombosis, periarteritis no- 
dosa, narcolepsy, and erythroedema.” 

In general the reviewer is definitely prejudiced 
against the use of compends, syllabi, and other “con- 
centrates” in an attempt to “short circuit” the at- 
tainment of knowledge. This is not a book to be 
used to obtain primary knowledge. He who has care- 
fully surveyed the field will find here a veritable en- 
cyclopedia of medical facts excellently arranged and 
authentic. It is written in a medical shorthand trans- 
latable only by the initiated. As the author states 
in his preface to the first edition, “The ‘synopsis’ 
cannot replace a textbook to the student, and any 
‘attempt to make it do so will inevitably lead to 
failure.” 

_ Despite the careful revision there were certain 
matters that escaped revision or inclusion. Con- 
trary to the general experience here, the author 
states that antiserum for erysipelas is not of proved 
affect. The réle of bacteremia in the prognosis of 
lobar pneumonia and the use of concentrated sera 
are not mentioned. The use of cisternal puncture 
deserves mention, both in diagnosis and treatment. 
Unfamiliar though we may be with certain tropical 
diseases such as, Asiatic cholera, d’Herelle’s work 
with the bacteriophage seems important enough to 
warrant inclusion. Among the clinical types of an- 
terior poliomyelitis, the ascending or Landry type 
is omitted, as is intraspinal and intravenous sero- 
therapy with convalescent serum. Perhaps in the 
next edition a word may be said about the Drinker 


respirator, Physiologists have proven to us the life-. 


saving value of fluids—hypo-, hyper-, and isotonic solu- 
tions—in pyloric and intestinal obstruction, in cere- 
bral lesions and medical shock, the simplicity of 


which is so striking, in contrast to the seriousness of .. 


the underlying conditions and should be emphasized 
here as well as in all medical texts. The author an- 
swers the stated question, “Can bilirubin be formed 
outside the liver?” in the negative. The reviewer be- 
lieves that the work of Whipple, Mann and others, 
has fairly conclusively shown not only the formation 
but also the importance of extra hepatogenous bili- 
rubin. A disease as important as subacute bacterial 
endocarditis deserves more than four lines. 

Despite these isolated shortcomings culled from a 
thousand pages, the reviewer believes there is noth- 
ing in the English language that serves the purpose 
of summarizing medical knowledge so adequately as 
this book. 


BOOKS RECEIVED FOR REVIEW 


Text-Book for Nurses by E. W. Hey Groves and the 
late J. M. Fortescue-Brickdale. Medical Section re- 
vised by J. A. Nixon. Fourth Edition. Published by 
Humphrey Milford, Oxford University Press. 641 
Pages. 

Naissance, Vie et Mort des Maladies Infectieuses 
by Charles Nicolle. Nouvelle Collection Scientifique. 
Director Emile Borel. Published by Librarie Félix 
Alcan. 219 Pages. 

Observations on the Courses of Different Types of 
Bright’s Disease and on The Resultant Changes in 
Renal Anatomy by D. D. Van Slyke, Edgar Stillman, 
Eggert Moller, W. Ehrich, J. F. McIntosh, L. Leiter, 
E. M. Mackay, R. R. Hannon, N. S. Moore and Chris- 
topher Johnston. Published by The Williams & Wil- 
kins Company. 130 Pages. Price $3.00. 

The Surgical Clinics of North America December, 


1930. Volume 10, Number 6—The Philadelphia 
Number. Published by W. B. Saunders Company. 
316 Pages. 


Biographical Sketches and Letters of T. Mitchell 
Prudden. Published by the Yale University Press. 
311 Pages. 

The State Health Departments of Massachusetts, 
Michigan and Ohio. With a Summary of Activities 
and Accomplishments: 1927-1928 by James Wallace. 
Published by The Commonwealth Fund Division of 
Publications. 192 Pages. Price $1.50. 

The Guidance of Mental Growth in Infant and 
Child by Arnold Gesell. Published by the Macmil- 
lan Company. 322 Pages. Price $2.25. 

Studies from the Rockefeller Institute for Medical 
Research. Reprints. Volume 72. Published by the 
Rockefeller Institute for Medical Research. 590 
Pages. 

How It Happened by Adalbert G. Bettman. Pub- 
lished by F. A. Davis Company. 110 Pages. Price 
$1.00. 

The Reference Shelf. Vol. VII, No. 1—The Social- 
ization of Medicine. Compiled by Edith M. Phelps. 
Published by The H. W. Wilson Company. 190 
Pages. Price 90c. 
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